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THERE were treated in the medical wards of St. Agnes’ Hospital 
during August, September, and October, 1898, the period of my service 
at the hospital, 413 soldiers. Of this number 144 developed or had 
when admitted typhoid fever, and 10 of these patients presented, in 
varying degrees of severity, that rarest of all the complications of 
typhoid fever, namely, gangrenous dermatitis. I published a pre- 
liminary report of these cases in the Philadelphia Medical Journal, 
October 15, 1898, and in the issue of January 25, 1899, I reported 
the experiences in the treatment of the entire series of cases of typhoid 
fever. In this communication I desire to report ten cases of gangren- 
ous dermatitis, supplemented with photographs which more or less 
clearly portray the location, extent, and in two instances the progress of 
the disease. 

Most of the text-books fail to mention the condition as a possible 
complication of typhoid, and Hare in his recent work, Medical Com- 
plications and Sequele of Typhoid Fever, while giving an illustration of 
a case of gangrenous dermatitis that occurred in his wards, and show- 
ing two plates of the cases here reported, dismisses the subject with 
nineteen lines of the text. 

ErioLogy. The etiology of this condition, aside from the bacterio- 
logical finding, is of interest because of the associated grave anzmia, 
the development of the condition at a time when the patient had passed 
through a period of the greatest severity of the fever, the almost absent 
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or exceedingly feeble first sound of the heart in five of these cases ; the 
occurrence of mitral regurgitation in two of the cases; the cyanosis of 
the skin of the extremities that preceded the necrosis in one instance, 
and the hyperemia of the face in another instance ; the blurring of the 
muscular sound of the heart and the accentuation of the second sound ; 
the arterio-sclerosis of most pronounced type in a patient of nineteen 
years, and its presence in a pronounced degree in a large percentage of 
the entire series of cases of typhoid fever in men, most of whom were 
under twenty-five years of age; the oval shape of several of the areas, 
and the subsequent development of phlegmasia, all lend weight to the 
ussumption that the disease is of embolic or thrombotic origin. The 
post-mortem findings—ecchymotic areas in the stomach, and infarction 
in the upper lobes of both lungs in one instance, and in the left kidney 
of the same case, and in the other instance that came to autopsy there 
was infarction of both kidneys and the spleen—all these facts point to 
the one exciting cause. 

It would have added interest to the search for a remote exciting 
cause had all of the patients exhibiting the disease come from the same 
camp ; but such was not the case. Neither had the trouble confined 
itself to the patients in one ward or one floor of the hospital, nor to 
those under the care of any set of nurses. 

BACTERIOLOGICAL ExAmiInaTion. The bacteriological examination 
of these cases was made by Dr. James Walsh, bacteriologist to the 
hospital, and was as follows: 

Two inoculations were taken from the unbroken vesicles, one on 
agar-agar and the other on egg albumen, showed cultures of staphylo- 
cocecus pyogenes albus and aureus, no other bacteria being found. 
These were grown on the different media and put through the different 
tests that would prove their identity. 

A culture from an ulcer after the vesicle had broken down showed 
the staphylococcus pyogenes albus and aureus in large numbers, and, 
in addition, large numbers of several indifferent bacteria, as cocci, 
diplococci, etc., were found. 

The inoculability of the disease is evidenced by the experience of 
one of the nurses. A swab used in cleansing one of the gangrenous 
patches came in contact with a place on her hand where the skin was 
broken, and she promptly developed a sore which yielded cultures 
identical to those secured from the gangrenous area. 

THE FREQUENCY OF THE OccURRENCE. Dr. W. W. Keen, in the 
Shattuck Lecture delivered June 6, 1896, says: ‘‘ While gangrene 
is an important complication or sequel of typhoid, it is, fortunately, 
rare, so that most practitioners, even men of vast experience in large 
hospitals, have never seen a case; for example, Flint and Murchison. 
Holscher, in 2000 fatal cases of typhoid, does not report a single case 
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though he ‘records 59 cases of thrombosis of the femoral vein, and 
Bettke in 1420 cases, found only four cases of gangrene, all limited to 
the toes.” 

THE DisTRIBUTION OF THE LEsions. My experience in the distri- 
bution of the lesions of the disease is in marked contrast with that of 
those who have reported cases. The exemption of the extremities, with 
one exception, is worthy of especial consideration. 

In the cases reported the trunk was the most frequent seat of the 
disease, and the face, the arms, the thighs, and, in two instances that 
terminated in death, the scrotum were involved. In only one case did the 
disease attack the foot, and while the patient survived the foot was lost. 

The treatment of these necrotic areas consisted in cleansing them and 
applying acetanilid and bovinine. Internally, they were given whis- 
key, strychnine, and a preparation of iron. 

Morratity. Three of the ten cases died, and in two instances 
autopsies were held. 


Case I. (Hospital No. 1159, and No. 1 in this series).—S. M., aged 
twenty-two years. Camp at Fernandina, Fla. Patient walked aboard 
the hospital train, carrying the weight of his equipment, with the ex- 
ception of his gun. The temperature was 105° F. at this time, and 
three hours later it was 106.4° F. The temperature continued between 
104° and 105° F. for four days, and then ranged about 103° F. and 
over. His mind was cloudy at the time when there was not positive 
delirium, so that no history of his illness could be obtained. The spleen 
was enlarged, but no spots were present. One week after admission 
spots appeared, and the mind had cleared. The muscular sound of the 

eart was very deficient. The temperature was fluctuating between 
100° and 103° F. He had a chill, and the temperature rose to 107° F. 
on the ninth day after admission ; the respirations were from 40 to 52 ; 
there were crepitant rales at the lower ihe of the right lung, and the 
muscular sound of the heart was absent, and the second sound followed 
very quickly upon the first. 

At this time there was noted a bed-sore and numerous boils. 

On the tenth day the following note was made: On the right side, 
seventh interspace back of the anterior axillary line, a small furuncle 
appeared last night. Its greatest diameter was one-half inch. This 
morning there is necrosis of the integument, two by two and one-half 
inches. Underlying skin appears necrosed, with a central zone of 
darker color. Two inches below this, and more posterior, is a ‘‘ sore” 
similar in character to that noted as present last night. It has a diameter 
of three-eighths of an inch. There is ecchymosis of the skin around 
the necrotic areas. 

Eleventh day. Has abscess on inner side of left arm, one-third the 
length of the humerus. Another abscess over inner condyle of right 
arm. It was opened and contained foul-smelling pus. On buttocks 
there are multiple furuncles, closely placed and circumscribed, and 
show a tendency to form crusts. On left malar bone there is a rapidly 
developed necrotic area about the size of a half-dollar, and similar 
areas behind each ear. 
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Twelfth day. Feet cyanosed; delirious; between A.M. and p.m. 
skin on neck and over lower jaw softened over an area of one and one- 
half by two inches. It almost seems to melt while examining the 
patient. 

Thirteenth day. Necrotic areas deeper. Patient emaciated to the 
last degree. Died. 

Autopsy by Dr. Muehleck forty-five hours after death. Pronounced 
rigor. About five feet eleven inches. Necrotic areas are noted. Section : 
Tissues extraordinarily dry ; knife creaks in cutting. Thoracic organs 
normal. Peritoneum markedly injected, recent adhesions. Liver 
extends one inch below floating ribs. Right lobe to median line; left 
lobe and lobus spigela markedly enlarged, extending around anterior 
surface of the spleen. Colon exceedingly distended, through peritoneal 
surface of which well-marked ulcers can beseen. Right kidney enlarged 


1. 


Case II. (post-mortem). Showing necrotic area on right ear and forehead. 


one-third, lobulated, distinct evidences of infarction. Left kidney 
almost double the normal size; capsule not adherent ; marked infarc- 
tion. Spleen enlarged, friable, lobulated, and infarcted. Post- 
peritoneal glands extensively indurated. Extreme dryness of each 
tissue and organ. 

Case II. (Hospital No. 1321, and No. 41 in this series).—F. M., aged 
twenty years. Admitted September 11, 1898. [Ill for about a week. 
No spots: spleen enlarged ; abdomen tympanitic. 

13th. Active delirium. Second heart sound accentuated. Bronchitis 
with moist rales. 

15th. Superficial cyanosis over trunk. First sound of heart weaker 
in force, second sound accentuated. Dermatitis about spine of scapula. 

16th. The tissues show a decided tendency to break down. The skin 
above right ear and on left forearm has broken down. Although the 
temperature is approaching normal, the patient remains stuporous. 
Patient very ill; stuporous; respirations labored. Dermatitis on 
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scapula is scaling. There is an area two by one inch of melted skin on 
forehead. Yesterday there appeared on either side of the sternum two 
patches of dermatitis, which rapidly attained the size of a silver dollar, 
and to-day are confluent. Result: Death. (See Figs 1 and 2.) 
Autopsy by Dr. Muehleck. Body of a male, about five feet seven 
inches tall, fairly well nourished. Rigor mortis marked. Necrotic 
areas on neck and trunk varying in size from that of a pea to the size 
of the hand. These are located notably over the ulnar surface of the 
forearm, anterior aspect of the chest, epigastrium, ilium, trochanters, 
also over forehead, zygomatic process, right ear, on back and sacrum, 
and on scrotum. Tissue moist on section. Heart normal. Liver 
enlarged, notably the right lobe ; surface smooth. Parenchyma moist, 
and shows a degree of fatty degeneration. Spleen two and one-half 
times normal size, markedly lobulated Substance friable. Peritoneum 


Fig. 2. 


Case II. (post-mortem). Showing four necrotic areas that rapidly became confluent, forming 
two, also a single deeper area lower on abdomen. 


very much injected. No adhesions. Stomach distended. The mucous 
membrane is the seat of numerous ecchymotic spots or areas of dark- 
red color. The organ contains considerable blood, altered by digestion. 
Right kidney twice the normal size, and shows traces of lobulation ; 
capsule adherent, but strips easily. Cortical substance well defined. 
Lower pole of kidney is the seat of a hemorrhagic infarct, at the site 
of which the tissues are necrotic, forming a cavity the size of a hazel- 
nut. The suprarenal body shows nothing abnormal. The same note 
is true of the left kidney. The parenchyma of both kidneys show 
cloudy swelling. Lungs: Left upper lobe is the seat of a hemorrhagic 
infarct, and the right upper lobe shows the same condition. Intestines : 
The ileum for a distance of from three to four feet from the ileoczcal 
valve shows very numerous typhoidal ulcers, over which the peri- 
toneum is in a state of extensive necrosis. WVermiform appendix is 
deeply injected. 
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Case III. (Hospital No. 1506, and No. 59 in this series).—C. T. R.., 
aged twenty-one years. Admitted September 23, 1898. Ill three weeks, 


Fie. 3. 


Case III. Showing small areas on left arm and left side of the trunk, which were markedly 
vesicular, and from which cultures were made. 


and in bed ten days. Spots present; diarrhea; gums inflamed ; fecal 


incontinence. 
Fic. 4. 


Case III, (picture taken same day as was that of Fig. 3). Showing deep necrotic areas under 
tight scapula,-with beefy appearance and exuding blood. 
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October 5th. Over sacrum there is a purpuric area one by two inches. 
On left arm there is a similar patch the size of a half-dollar, and on 
left side of trunk there are six patches, varying in size from a dime to 
a nickel. These appeared as vesicles, and show a tendency to dry up. 
In the left axilla there is a small vesicle on a base the size of a quarter. 
On the left arm there are two vesicles, containing a serous fluid, each 
the size of adime. Below the right scapula there is a patch the shape 
of an oyster-shell, having a diameter of two and one-half by three and 
oue-half inches. Around the circumference of this area there is a loss 
of the superficial integument, and at the centre there is a breaking- 
down into the deeper layers of the skin. The remainder of the patch 
is deeply pigmented. (See Figs. 3 and 4.) 

6th. The entire surface of the oyster-shell shaped patch is now raw 
and bleeding. The integument at the centre, which was intact yester- 
day, is broken down to-day. Above the sore there is a patch one by 


Fic. 5. 


Case ITI. (picture taken six days later than thoseshown in Figs. 3 and 4). Shows the rapidity 
with which healing occurred and the development of new areas, vesicular in type, over the 
left scapula, 


three-quarter inch, oval in shape, with the superficial skin lost and the 
underlying layers deeply injected. 

8th. Oyster-shell shaped area looks healthier, less beefy, and there is 
over its surface a layer of odorous pus. 

11th. Gangrenous over and under right scapula healing. Five areas, 
of varying sizes, have appeared over the left scapula. (See Fig. 5.) 

12th. Patient improved, patches healing. 

17th. Has icterus. Patches nearly healed. Entire recovery. 

Case IV. (Hospital No. 1530, and No. 72 in this series) —W. H. B.., 
aged twenty-seven years. Admitted September 23, 1898. IIl ten days 
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before admission. On admission had spots, diarrhoea, tender over 
spleen, persistent cold extremities, distressing cough with blood- 
streaked sputum, bronchial breathing and dulness at the base of the 
right lung. 

October 3d. Blurring of the first sound of the heart at the mitral 
area. 

7th. Has parotitis. 

8th. Over the right scapula there is an area of erythema three by 
four inches, with glazed skin and breaking-down of the superficial 
layers of the skin, and showing the papilla very prominently. 

9th. On the posterior surface of the right thigh there is an oval- 
shaped patch as large as a half-dollar, with a dry, scaly condition of 
the epidermis. 

12th. Both patches healing rapidly. 

13th. Complains of toes being very painful. 

18th. Sores and toes well. Them tat developed a swelling to the left 
of the median line, midway between the umbilicus and the pubis, and 
extends to the pubis. It is two and one-half inches wide, and is 
tender on pressure. It is not superticial, and yet it is not deep enough 
to be within the abdominal cavity. 

25th. Swelling is cone-shaped, more superficial, and the skin is red. 
It feels like a patella in the abdominal wall. This condition disap- 
peared without operation. Result: Recovery. 


6. 


Case VY. Showing the vesicular form of the disease. All the areas involved not shown. 
See text. 


Case V. (Hospital No. 1534, and No. 76 in this series).—G. S., 
aged twenty-three years. Admitted September 23, 1898. Ill nine 
days ; spots; splenic enlargement ; receding, unhealthy gums. 
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30th. First sound of the heart weaker at the mitral area, and the 
second accentuated. 

October 5th. Bed-sore over sacrum. On right ala of nose there is a 
necrotic area one-half by one-quarter inch. Near sacrum there is an 
ulcerated point and an oval vesicle containing clear serum, having an 
area of three-quarter by one-and-a-half inches. There is a circular 
vesicle over left scapula, having a diameter of one inch. On right side 
of the posterior axillary line, at the angle of the scapula, there is a 
vesicle one and one-half by one and three-quarter inch, containing clear 
serum. Two inches posterior to this there is a hyperemic area with a 
small vesicle at one part of it. Heart sounds are better. 

8th. Patches have not extended, and are healing rapidly. On left 
ilium there is an oyster-shell shaped patch three by two inches, with 


FIG. 7. 


Case V. (picture taken six days later than that shown in Fig. 5). Shows the rapidity of 
healing and the involvement of new areas. 


deepest injection at the margins, while the skin at the centre of the 
patch is livid. No vesicles. Above and out from this there is a vesicle 
with dull red base, one and one-half by one inch. To the left of this 
point there is another vesicle of the same character one-half by one 
inch. Just back of the great trochanter there is a circular patch, one 
inch in diameter, with a deep red base, and glazed surface, but no 
vesicles. (See Figs. 6 and 7.) 

10th. Patches healing. One small, new vesicle, containing serum, 
has appeared. 

12th. Sores have so nearly healed as to show only what appears to 
be a desquamating dermatitis. 

17th. Phlebitis of left leg. Phlegmasia. 

Case VI. (Hospital No. 1541, and No. 81 in this series).—F. Q., 
aged twenty-four years, Admitted September 23, 1898. IIl one week ; 
chill; nose-bleed ; spots; enlarged spleen. 
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October 13th. Has slight furunculosis over right ilium, also two small 
areas of necrosis, with vesicles. Result: Recovery. 

CasE VII. (Hospital No. 1188, and No. 92 in this series).—L. S., 
aged nineteen years. Admitted August 29, 1898. III three weeks. 
Vertigo, spleen enlarged, cough, no spots. 

September 3d. Did not give Widal reaction. 

5th. Spots appeared. Muscular sound of the heart weak. Second 
sound accentuated. 3 

12th. Bed-sore at sacro-lumbar articulation, also one over spine of 
left scapula. Furunculosis. Pneumonia of left lower lobe of lung. 

15th. First sound of the heart exceedingly weak, second sound ac- 
centuated. Heart action irregular. Coma vigil. 

21st. Somnolent. Says he feels well. The back is denuded of the 
superficial layers of the skin over about one-quarter of its surface. No 
patches on face, legs, or arms. Feet tender to touch and motion. 
Muscular sound of the heart very weak. 


Fie, 8. 


Case VII. Extreme emaciation and deep bed-sores, with extensive involvement of skin ot 
the back and thighs. 


23d. There is tissue necrosis involving three-quarters of the entire 
surface of the back. On the spine of both scapule there are two deep 
necrotic areas, each the size of a quarter-dollar. The disease on the 
back has lessened, but there still remains marked discoloration around 
the newly formed skin. Over the lumbo-sacral articulation there is a 
bed-sore five by six inches, showing clearly the uncovered muscles. 
Patient much improved Tenderness along femoral vein. Complains of 
numbuess of the left foot. Radial pulse has no volume. The skin over 
the spine of the left scapula has broken down over an area one and 
one-half by two and one-half inches There are several small patches 
of necrotic tissue around this area. The necrotic areas on the lateral 
aspect of right chest have practically healed. Marked brachial pulsa- 
tion throughout its entire course. There is a condition of arterial 
sclerosis of the brachials and radials. Complains of numbness in the 
fingers. There is quite a deep furuncle below and to the outer side of 
the left knee. (See Fig. 8.) 
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October 15th. Gave Widal reaction. 

12th. Improved The brachial and radial arteries in the right and 
left arm are still more corded. Rolls under finger, and can scarcely be 
obliterated. The condition is most pronounced in the right arm. There 
is blurring of both heart sounds at the mitral area. 

31st. Brachial arteries cannot be compressed, radials less markedly 
rigid. 

November 7th. Phlegmasia of right leg. Result : Recovery. 

CasE VIII. (Hospital No. 1248, and No. 93 in this series.)—H. S. 
(hospital steward), aged nineteen years. Admitted September 29, 1898. 
Ill five days. No symptoms of typhoid. Malaise and coryza. 

7th. Temperature normal for four days ; allowed to be up. 

11th. Went driving, ate Schweitzer cheese, rye bread, and drank 
milk-punch. Returned to hospital at 11 p.m. The next day the tem- 
perature was 105° F., and a relapse, extending from the 12th to the 
15th, began. 

26th. Urethral discharge.’ Tender joints and painful glands in 
axilla. Heart sounds good. 

October 2d. Right leg and foot swollen and tender. Femoral vein 
tense. Tender along left brachial nerve, and the axillary glands are 
enlarged and the skin over them is red. Right brachial is free. No 
heart murmur. 

6th. Had a chill. Skin over insteps and about joints on the hands 
is blue. 

10th. Pneumonia of left lower lobe of lung. Great tenderness when 
the abdomen is slightly percussed. 

12th. Had four hemorrhages, losing about three pints of blood. 

16th. No muscular elements to the heart sounds. Delirious, hiccough, 
persistent vomiting. Has ‘‘ sores” on back and legs. Had four hemor- 
rhages. Lost two and one-quarter pints of blood. 

20th. Pulse irregular and extremely weak. Has a large bed-sore on 
the back. The right foot is of a purplish color; looks almost gan- 
grenous. There is a large bed-sore on the back of the right leg. 

22d. Right foot and leg half way to the knee of a purplish black color. 

25th. Discoloration has disappeared, and sensation has returned as 
far as the ankle. There is maceration of the skin of the foot, and the 
skin over the great toe and heel is black. 

26th. Patch of gangrene back of bend of right knee, one by three- 
quarter inch. Also one on outer aspect of the calf of the leg, oval in 
shape, two by one and one-half inches. Skin over these areas dark and 
purplish, with a greenish-gray centre. 

November 11th. No heart murmurs. Leg amputated at the middle 
by Dr. Ransley. Patient now under the care of Dr. J. P. C. Griffith. 

Dr. Rhein reports the persistence of the brachial neuritis, and dimin- 
ished or absence of power in the biceps, triceps, and deltoid muscles. 
Result : Recovery. 

Case IX. (Hospital No. 1432, and No. 121 of this series).—N. R., 
aged twenty-one years. Admitted September 15, 1898. II] one week. 
Malaise, chilly, and coated tongue. No spots. 


1 The patient persistently denied exposure to gonorrhceal infection, and since there could 
be no object in his denying the truth, and his critical condition gave what he said the char- 
acter of an ante-mortem statement, it seems to me that this must be regarded as a case of ure- 
thritis of typhoidal origin. 


id 
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22d. Spots, tympany, and a loud systolic mitral murmur, which is 
transmitted to the axilla. 


Case IX. Shows areas of gangrene that were preceded by ecchymosis rather than vesicles. 
The black spots that are seen in the region of the left hand and forearm are the stems of some 
roses he held in his hand. 


Case IX. (taken same day as picture shown in Fig. 9). The skin over the areas involved 
showed a purpuric discoloration and “ goose-flesh” appearance rather than an ecchymosis or 
vesiculation before the gangrene developed. 


Fia. 9. 
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28th. Decided redness of the nose and face. Delirious. Unable to 
keep him in the bath the usual length of time, because of cyanosis. 
Bath, eight minutes. 

October 3d. Ecchymotic areas have appeared on the right side of the 
trunk, between the nipple and the lower edge of the ribs. The skin 
over this area is broken. On the left side of the chest to the side of 
the sternum, extending to the anterior axillary line, at the eighth inter- 
space, there is an ecchymotic area, also another on left side between 
ribs and trochanter. Posteriorly there is an area very deeply tinted, 
extending from the left iliac crest to the lumbo-sacral articulation, and 
to the trochanter—an area six by seven inches. No break in the skin 
or sign of bed-sore. (See Figs. 9 and 10.) 

4th. Patch on right elbow two by two inches. Skin broken over an 
area equal to one cent. Other patches have not extended. Patch over 
liver has an area of broken-down integument the size of a cent. All 
these areas are very painful. The only furunculosis is one on the nose 
and three on the left index finger. Complains of great pain in the ball 
of the great toe. Color of patches is deeper. 

5th. Over purpuric area on hip the skin is markedly goose-fleshed. 
Some furunculosis about the buttocks. 

10th. Skin over areas noted is very dry and shrivelled. Result: 
Recovery. 

Case X. (Hospital No. 1240, and No. 33 in this series)—W. M., 
aged twenty-five years. Admitted August 29, 1898. III three weeks. 
Splenic enlargement, iliac gurgling, and tenderness. 

September 3d. Patient actively delirious, and has to be tied in bed. 
There are spots on the right shoulder that are of a purple color. Heart 
sounds good. 

8th. Exceedingly restless, constantly turning in bed. Mitral regurgi- 
tation. Result: Died September 13, 1898. 


I desire to acknowledge my indebtedness to Dr. J. F. Schamberg and 
Dr. L. Job Lane (then a medical student in the University of Penn- 
sylvania) for the photographs I am able to show you, and to Dr. E. D. 
Mitchell, Dr. W. B. Fetterman, and Dr. J. P. Wales, resident physicians 
at St. Agnes’ Hospital, for valued assistance in the collection of the data 
contained in this paper. 


CONCLUSIONS BASED ON SIXTY CASES OF FATAL GASTRO- 
INTESTINAL HEMORRHAGE DUE TO CIRRHOSIS 
OF THE LIVER. 


By R. B. PREBLE, A.B., M.D., 


CHICAGO, ILL. 


Tue following brief clinical and post-mortem notes of four new cases 
of fatal gastro-intestinal hemorrhage—three from my hospital experience 
and one kindly furnished me by Dr. R. B. Olson—will serve as an 
introduction. To these four cases fifty-six collected from the literature 
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have been added, together forming the basis for conclusions drawn in 
regard to the pathogenesis of these hemorrhages and the effect which 
cesophageal varices, their most common cause, exert upon the clinica! 
course of cirrhosis of the liver. 


Case I. Seen with Dr. B. W. Sippy. —A. B., laborer, aged fifty-two 
years ; moderate drinker ; syphilitic. Sick eight weeks with pain in 
the right side. Two weeks later swelling of the abdomen, and five 
weeks later cedema of the legs. Anorexia, constipation. Examination : 
fairly nourished ; slight jaundice ; ascites; lungs and heart negative ; 
spleen enlarged ; urine negative. Eleven days after the entrance to the 
hospital slight hemorrhage from the bowels. Next day severe hemor- 
rhage. Died next day. Autopsy. Typical atrophic cirrhosis, splenic 
tumor, ascites, large varices in the lower end of the cesophagus. No 
rupture (not tested by injection). Blood in csophagus, stomach, and 
intestines. Mucous membrane of stomach and intestine congested, but 
show no ulceration or erosion. Phrenic and subperitoneal veins enlarged. 

Case II. Seen with Dr. Walls.—J. B., aged sixty-two years; alco- 
holic; syphilis denied. Has had several attacks of jaundice. Sick 
five weeks with anorexia ; constipation ; gastric disturbance ; swelling 
of abdomen and legs. Examination: cedema of legs; ascites ; lungs 
and heart negative; liver dulness decreased ; spleen enlarged. Urine 
contains granular and fatty casts and albumin. Twelve days after 
entrance hematemesis and melena, repeated until death, two days 
later. Autopsy. Atrophic cirrhosis of the liver. Varices in the lower 
part of the cesophagus, one of which is ruptured. Parenchymatous 
nephritis. Heart and lungs normal. 

Case III. Dr. Preble.—L. R., aged fifty years; alcoholic. Family 
and personal history negative until six months ago, when he had dys- 
entery. Four months ago swelling of the legs and abdomen, increasing 
until six weeks later. He was tapped at one of the city hospitals. Fluid 
began at once to re-collect. Examination: fairly nourished; slight 
jaundice ; ascites; cedema. Lungs negative. Heart negative except 
for hemic murmur at the base. Liver enlarged, hard, firm, and gran- 
ular. Spleen enlarged. Enlarged superficial veins on the abdomen. 
Three weeks later hematemesis and melena, frequently repeated, until 
death on the second day. Autopsy. Ascites ; lungs and heart normal ; 
atheroma of aorta; liver small, hard, almost cartilaginous ; spleen en- 
larged ; varices in the lower part of the cesophagus with an ulcer just 
above the cardiac orifice. Stomach and intestines negative ; contain a 
large amount of blood . 

Case IV. Dr. Olson.—Male, aged fifty-three years; alcoholic; 
ascites and eedema. Complains of swelling of the abdomen and legs ; 
weak ; stomach irritable ; constipated. Examination: emaciated ; no 
jaundice ; ascites ; cedema; enlarged spleen ; subcutaneous abdominal 
varices, Heart, lungs, and kidneys negative. Autopsy. Atrophic cir- 
rhosis of the liver; spleen enlarged; varices in lower part of the 
cesophagus, one showing a rupture. Stomach and intestines show intact 
mucous membrane. Heart, aes and kidneys negative. 


The occurrence of fatal gastro-intestinal hemorrhage due to cirrhosis 
of the liver has been known for many years, but the cases have never 
been collected, and the subject, though of some importance, is merely 
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mentioned in most text-books and in but one—that of Labadie-Lagrave, 
Maladies der Foie—is it treated with anything approaching care. Since 
Fauvel, in 1858, reported the first case of ruptured cesophageal varices 
in cirrhosis of the liver this subject has been treated in several Paris 
theses and articles in English and German periodicals, but the conclu- 
sions reached have been based on too few cases, and most authors have 
tried to find a single pathogenesis. We have here collected all the cases 
of fatal gastro-intestinal hemorrhage due to cirrhosis of the liver found 
in literature, including only those cases in which the hemorrhage, either 
as a hematemesis or a meleena, was the immediate cause of death, and 
the diagnosis was confirmed by post-mortem examination. 

It is a well-known fact that hemorrhages from various places are 
frequent in the course of cirrhosis of the liver, either as the result of 
mechanical obstruction to the portal circulation—the popular example 
of which is hemorrhage from hemorrhoids, although hemorrhoids are 
no more common in patients with cirrhosis than in other people, or as 
the expression of acquired hemorrhagic diathesis, epistaxis, fur example. 
The gastro-intestinal hemorrhages which occur may be of either class, 
but the majority are due to the obstruction to the return circulation 
through the liver, and are naturally more frequent in the atrophic than 
in the biliary form of cirrhosis, though they occur with both, and even 
fatal gastro-intestinal hemorrhages occur with other diseases of the 
liver not usually associated with portal obstruction, as is illustrated by 
a case of acute yellow atrophy reported by Hanfield Jones.” 

As already stated, several authors have attempted to give a single 
explanation for these hemorrhages. Dusauszay” believed them due to 
ruptured cesophageal varices which were the result of the portal ob- 
struction, but was unable to explain the rarity of these varices. This 
explanation is manifestly incomplete, for cases are reported in which 
the most careful examination showed no varices. Chautemps” also 
referred them to esophageal varices, but regards the varices as due to a 
varicose diathesis resulting from the cirrhosis. This view is at least 
far-fetched. The humeral theory, or hemorrhagic diathesis, although 
it explains the hemorrhages from the nose, mouth, and into the skin as 
well as we can at present explain them, is, in my opinion, applicable 
only to those cases in which no varices were found. It certainly dves 
not apply to those cases in which a rupture of a varix could be demon- 
strated. 

Because of the incompleteness of the post-mortem reports the source 
of the hemorrhage cannot be determined or inferred in eighteen of the 
sixty cases, because the cesophagus is not mentioned. In seven of these 
eighteen cases there is no note as to the condition of the gastro-intestinal 
mucous membrane. In nine the membrane showed neither ulceration 
nor erosion. One showed a hemorrhagic erosion near the pylorus 
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(Case XLIX.), and in one (Case XXIV.) the hemorrhage was from the 
** loosened and softened gastric mucous membrane.” 

Of the forty-two cases in which the esophagus was examined varices 
were present in thirty-five—i. e., 85 per cent. In one case (XXV.) it 
is not stated whether they were present or not, but one would infer that 
they were not, and in six they were absent. The source of the hemor- 
rhage was given in nineteen cases—sixteen times from rupture or ulcer- 
ated cesophageal varices; twice (Cases XI. and X XVII.) from ulcers 
over gastric veins near the cardiac, and once from an erosion near the 
cardia. In fifteen other cases showing varices it is stated that the 
gastro-intestinal mucous membrane was intact. The source of the 
hemorrhage in these cases cannot be certainly stated, but it is probable 
that in many of them small ruptures of the varices were overlooked, as 
may easily happen unless the veins are tested by injection with air or 
fluid. There are six cases in which there were no varices, and the 
gastro-intestinal mucous membrane was intact throughout. The ex- 
planation of the hemorrhage in these cases is not so clear, but they may 
be due to minute changes in the capillary walls or to alteration in the 
composition of the blood. 

The veins of the cardiac end of the stomach are part of the portal 
system, while those of the ceesophagus are part of the systemic system. 
Here, as at the lower end of the intestinal tract, the two systems are 
connected by anastomosing branches which, as a rule, according to 
Orth and Kundrat, are too small or too few to contribute much to the 
formation of a collateral circulation when the portal system is ob- 
structed. But when this anastomosis is free they become an important 
factor, and their dilatation may so completely compensate for the veins 
obstructed in the liver that the clinical course of the cirrhosis is altered 
and obscured. 

The cesophageal veins are abundant and arranged in two groups—the 
submucous and the pericesophageal—both forming networks of long 
meshes, the length of the mesh falling with the long axis of the cesoph- 
agus. There are from two to four main longitudinal branches connect- 
ing freely with each other. Branches penetrating the muscular coat of 
the cesophagus connect the two groups. This network extends from 
the cricoid cartilage to the cardiac orifice, and in most cases the net- 
work becomes closer as the cardia is approached. The blood from the 
csophageal veins returns to the heart through the inferior thyroid, 
intercostal, diaphragmatic, azygos minor, internal mammary, and bron- 
chial veins, all of which may be dilated to a varying degree in cases of 
free anastomosis between the cesophageal and cardiac veins. The fact 
that this anastomosis is only exceptionally free explains why esophageal 
varices are so rarely found on post-mortem examination of patients 
dying with cirrhosis of the liver. Furthermore, the esophagus is not 
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always examined, and even when it is the dilated veins may escape ob- 
servation unless especially sought for. 

The arrangement of the varices is not always the same. In most 
cases they are limited to the lower two-thirds of the esophagus, and 
usually end abruptly at or near the cardiac sphincter, but in a few 
cases they continue over the sphincter into the stomach, where they 
may rupture, the walls of the veins being eroded by the acid contents 
of the stomach. Rarely the varices are limited to the upper part of the 
cesophagus. 

There are a number of factors which favor the formation of these 
varices. They are so close to the seat of obstruction and their course 
is so direct that they feel the increased pressure sooner and to a greater 
degree than the more remote and indirect paths for the collateral circu- 
lation. They are but slightly supported by the submucous tissue of the 
cesophagus, and this support becomes progressively less as the dilating 
veins lead to pressure atrophy of the tissue about them. Rossapelly 
and Burt call attention to another and important factor which favors 
their formation. The cesophageal veins, being intrathoracic, feel the 
negative pressure of inspiration, while at the same time the pressure 
in the portal system rises to fourteen or even eighteen millimetres of 
mercury. In this way the blood is literally aspirated from the coronary 
into the esophageal veins, and leads to their permanent dilatation. 

The immediate cause of the hemorrhage is not always the same. Any 
sudden increase in the obstruction to the return flow of the blood will 
cause rupture of a varix. In several cases the hemorrhage was pre- 
ceded by sudden extreme muscular exertion, in others by thrombosis 
of one or more of the main portal veins. In others the hemorrhage 
followed shortly after paracentesis. Many cases remain in which the 
hemorrhage seems to have been spontaneous. Possibly some of the 
cases were due to mechanical injury to a varix by some rough bit of 
food. 

Debove and Courtois-Suffit® refer the hemorrhages to a congestion of 
the portal system, and hold that in those cases where there is no demon- 
strable lesion of the mucous membrane the hemorrhage is due to the 
simultaneous rupture of many capillaries. When the blood-pressure, 
for any reason, tends to rise the normal pressure is maintained to a 
large degree by the collection of an increased amount of blood in the 
portal system. In health this does not cause hemorrhage, for the liver 
by enlarging can accommodate a large amount of blood, and the passage 
from the portal to the systemic circulation is free and unobstructed. 
But when the liver becomes cirrhotic it loses its elasticity and can no 
longer contain any considerably increased ‘amount of blood, and it so 
obstructs the portal circulation that hemorrhage may result when the 
amount of blood going to the portal system is increased. 
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The influence of varices in the esophagus upon the clinical course 
of cirrhosis varies with the completeness with which they compensate 
for the obstruction to the portal veins. The compensation may be so 
complete that all of the clinical symptoms upon which a diagnosis of 
cirrhosis of the liver must depend, namely, the splenic tumor, the ascites 
and the subcutaneous abdominal varices, are wanting, and the patient, 
while apparently in good health, dies suddenly from hemorrhage from 
the stomach. Of the thirty-five cases in which varices were found, 
hemorrhage was the first and only symptom in ten, and in five of these 
hemorrhage had occurred at intervals over periods varying from a few 
months to five years, while in the other ‘ive cases death resulted from 
the first hemorrhage. Case XXIV., reported by Schilling, is the best 
known of this class, and is generally regarded as the first case on 
record ; but six others preceded it, the first being Case X XI., reported 
by Marsh, over twenty years before Schilling’s report. In seven other 
cases hemorrhage was the first symptom, but after a longer or shorter 
interval other symptoms appeared, so that the correct clinical diagnosis 
could be made. However, it is to be noted that in only one of these 
cases did all three of the cardinal symptoms develop. In four other 
cases the patient came under medical attention for hematemesis, and 
other signs of cirrhosis were found at the first examination. 

In fourteen cases the hemorrhage was preceded by other symptoms ; 
thirteen times by ascites, six times by splenic tumor, and six times by 
subcutaneous abdominal varices. 

Thus, when varices are present and cause hemorrhage, one-third of 
the cases die from hemorrhages without any accompanying sign of cir- 
rhosis. In one-third hemorrhage is the first symptom, and others follow, 
and in the other third the hemorrhage is preceded by other symptoms. 

Of the seven cases in which no varices were found in the cesophagus, 
five showed two or more of the cardinal symptoms, and in two the 
hemorrhage was the only symptom, and the cases were both diagnosed 
‘ulcer of the stomach.” This class of cases is in marked contrast to 
the preceding, for in over 70 per cent. of the cases the correct diag- 
nosis can be made at the first examination, while in the first class of 
cases in nearly 70 per cent. of the cases the diagnosis cannot be made 
clinically at all or only after the lapse of months or, in some cases, years. 

Of the eighteen cases in which the cesophagus was not examined, in 
five hemorrhage was the first and only symptom. In three hemorrhage 
was the first and other symptoms followed. Two came under medical 
care for hematemesis, and other signs of cirrhosis were found. In 
seven the hemorrhage was preceded by other symptoms. 

There is but little to say of the diagnosis of these hemorrhages. If 
two or even one of the symptoms of cirrhosis of the liver is present the 
possibility of the hemorrhage being due to cirrhosis at once suggests 
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itself, but in other cases there is nothing to warrant such a suspicion, 
and other and more common causes for hematemesis are frequently 
assumed. This is illustrated by such cases as XXXVI. A young 
woman, apparently in her usual health, suddenly vomits a large amount 
of blood. The physical examination is negative. The natural diagnosis 
in such a case is ulcus ventriculi, but at autopsy the case was found to 
be a well-marked cirrhosis of the liver, and there was no sign of ulcer 
of the stomach. 

The opposite error is not so easily made, but that it could be is well 
illustrated by two cases recently seen with Dr. Walker and Dr. Ochsner 
at the Cook County Hospital. Both cases were men between forty and 
fifty years, hard drinkers for many years. Both vomited a large 
amount of blood while at their usual work and in their usual health. 
Neither had any gastric disturbances other than could be referred to 
the chronic alcoholism. In both the physical examination was negative. 
There was no change in the hepatic dulness, no splenic tumor, no ascites, 
no superficial varices, no localized or diffused epigastric tenderness. The 
heematemesis continued over a few days to death. Were they cases of 
gastric ulcer or obscured cirrhosis of the liver? The general condition 
of the patients was so good as almost to exclude any thought of carci- 
noma. The age, sex, and lack of gastric symptoms spoke against ulcer. 
The negative physical examination spoke against cirrhosis. Fatal 
hemorrhage from either cause is rare. The post-mortem examination 
showed that both were cases of gastric ulcer, and the eroded vessel 
could be seen on the base of the ulcer. There was no suggestion of any 
change in the liver. 

There are several other possible questions of diagnosis, such as carci- 
noma of the stomach; the rupture of athoracic aneurism into the 
cesophagus ; the opening of a traction diverticulum of the cesophagus 
into the aorta or pulmonary artery ; rupture of an abdominal aneurism 
into the stomach. All of these, except the carcinoma of the stomach, 
are rather remote possibilities, and would lead to death from hemor- 
rhage so rapidly that there would be no opportunity for a differential 
diagnosis. Carcinoma of the stomach can be considered only when 
there are no signs of cirrhosis. Moreover, a cancer of the stomach, 
which causes serious gastric hemorrhage, has usually caused a — 
tumor and some cachexia. 

The treatment of these hemorrhages differs in no way from that of 
gastric hemorrhages from other causes. Some of the French authors 
suggest pressure on the ruptured varix by a soft rubber bag passed to 
the lower end of the esophagus and then filled with air or water. So 
far this method has never been tried, and the difficulties of accurate 
diagnosis and the condition of the patient is such that the suggestion 
does not seem an especially good one. 
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Conc.usions. 1. Fatal gastro-intestinal hemorrhage is an infrequent 
but not rare complication of cirrhosis of the liver. 

2. In the great majority of the cases the cirrhosis is atrophic, but it 
may be hypertrophic. 

3. In one-third of the cases the first hemorrhage is fatal ; in the other 
two-thirds the hemorrhages continue at intervals over a period varying 
from a few months to several years, the maximum given being eleven 
years. 

4, In one-third of the cases the diagnosis can be made at or before 
the time of the first hemorrhage. In the other cases the diagnosis can- 
not be made at all or only after months or years, during which time 
other symptoms of cirrhosis have developed. 

5. CEsophageal varices are present in 80 per cent. of the cases, and 
in more than one-half of this 80 per cent. the varices show macroscopical 
ruptures, and it is probable that many other ruptures would be found 
if the varices were tested by injection of air or fluid. 

6. Fatal hemorrhages occur in cases which show no cesophageal 
varices, and they are probably due to the simultaneous rupture of 
many capillaries of the gastro-intestinal mucous membrane. 

7. The hemorrhages in this class of cases are usually preceded by 
other symptoms of cirrhosis, but the first symptom may be a fatal 
hemorrhage. 

8. In 6 per cent. only of the cases which showed cesophageal varices 
was the cirrhosis typical—i.'e., showed ascites, enlarged spleen, and sub- 
cutaneous abdominal varices. 


Case V. Standtharner.°—J. K., aged sixteen years; empyema at 
seven years. Pain in abdomen; liver not enlarged; spleen slightly 
enlarged ; subcutaneous abdominal varices; no ascites. Six months 
later ascites. Paracentesis. Five days later vomited blood in a stream. 
Death. Autopsy. Atrophic sclerotic liver; splenic tumor. Stomach 
and intestines contain large quantity of blood. (Esophageal varices. 
Lower portion of cesophagus shows many small bleeding points. 

Case VI. Dobie.”—Patient in Madras Lunatic Asylum for melan- 
cholia. History of alcoholism and delirium tremens. No physical 
symptoms of ill health except emaciation. Went to bed in usual health. 
Next morning half-conscious, dilated pupils, weak pulse, tarry stools in 
bed. Repeated tarry stools. Blood from nose and mouth and bowels. 
Death. Autopsy. Stomach and intestines filled with blood. Liver 
adherent, contracted, and connective tissue increased. Spleen enlarged. 
‘* Other organs showed nothing important.” 

Case VII. Vincent."—A. B., aged thirty-five years. Sick two 
days; not syphilitic; moderate alcoholic. Complains of headache, 
vertigo, vomiting. Temperature 100°. Chest negative. Abdomen 
swollen, tympanitic, tender; veins on right side slightly enlarged. 
Liver dulness decreased. Spleen enlarged and tender. Urine scanty 
and contains bile and albumin. Five days later repeated hemorrhage 
from mouth and bowels. Death. Autopsy. Heart, lungs, and pleura 
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negative. No ascites. Liver small, hard, with smooth surface. Spleen 
enlarged. No further notes given. 

Case VIII. Saundby.’—J. R., aged thirty-six years. Entered for 
hematemesis. Alcoholic and syphilitic. Ten weeks previous vomited 
a pint of blood. No ascites, nor history of any. Bloody stools. Liver 
dulness decreased. Discharged after twenty days, to return in a week 
with recurrence of the hemorrhage. Died six days later. Autopsy. 
Liver contracted. A large amount of the portal blood escaped through 
the subscapular vein which entered through the lateral ligament. 
Stomach filled with blood. (Esophageal varices ending abruptly at the 
cardia. One vein was thrombosed, but no ulceration or erosion was 
found over it. 

Case IX. Wilson and Ratcliffe.'—F. M., aged thirty-five years. Hard 
chancre eighteen months ago. Ascites. Acute gastric catarrh. Slight 
jaundice. Spongy, bleeding gums. Liver enlarged. Death ten weeks 
later from hemorrhage. Autopsy. Ascites. Superficial abdominal veins 
enlarged. Hobnail liver. Veins in suspensory ligament enlarged. Three 
or four pints of blood in the stomach. Diaphragmatic veins enlarged. 
Anastomosing network about the cardiac end of the stomach. Great 
coronary vein enlarged. Injected fluid passed to veins at cardiac end 
of the stomach and to the dilated esophageal veins, one of which was 
ruptured. 

Case X. Wilson and Ratcliffe.'"—R. P., aged forty-six years ; alco- 
holic ; ascites; cerebral symptoms. Sick six months. First symptom 
hematemesis, vomiting one and a half pints of blood. No return of 
hematemesis. For the past three months slight jaundice ; edema of 
legs. Varices on abdomen. Spleen enlarged. No hematemesis, but 
blood in stools, and ran from the mouth after death. Autopsy. Liver 
cirrhotic. Clotted blood in the stomach. Small, punched-out ulcer on 
the lower part of the posterior wall of the esophagus. Veins varicose. 
Coronary, diaphragmatic, intercostal, and azygos veins enlarged. 

Case XI. Wilson and Ratcliffe.'\—T. M., aged sixty-three years. 
Epithelioma of forehead. Operated. Later sudden profuse hemate- 
mesis, repeated during several days to death. Previous history shows 
that three years ago, while apparently in perfect health, he had vomited 
a half-pint of blood. Autopsy. No cedema or ascites. Liver cirrhotic 
and granular. Thrombosis of the portal vein from the splenic into the 
smaller intrahepatic branches. Thrombosis recent and not complete. 
Sappey’s vein, coronary, diaphragmatic, and azygos veins are dilated. 
Altered blood in the stomach. On the posterior wall of the stomach 
below the cardiac sphincter are two punched-out ulcers extending 
through the mucous membrane into enlarged veins. Injections into 
the csophageal or coronary veins escape through the ulcers. Sub- 
mucous veins for eight inches up the cesophagus are enlarged. 

Case XII. Hektoen.———. Previous health good except for 
hematemesis one year ago. Evening before entrance, without apparent 
cause, vomited a large amount of blood. Repeated. No history of 
gastric disturbance or epigastric pain. Autopsy. No ascites. Spleen 
enlarged. Liver small, firm, and granular. Stomach contained some 
dark fluid blood Gastric mucous membrane intact. Small intestines 
contain a large amount of dark-clotted blood. Varicose veins in the 
lower four to five centimetres of the cesophagus. Short distance above 
the cardia a small loss of mucous membrane and rupture of a vein. 
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Case XIII. Hadden.“—Male, aged thirty-three years. Jaundice 
five years ago. Strong suspicion of syphilis. Ten days ago profuse 
hematemesis. Blood in stools for several days. On admission anemic, 
slightly jaundiced. Liver and spleen enlarged. Heematemesis. Autopsy. 
Cirrhosis of the liver. No ascites. Much blood in the stomach, which 
shows no sign of congestion or ulceration. Varices in lower 5-6 inches 
of the esophagus No sign of rupture of these vessels. 

CasE XIV. Taylor.°—Child, five years old, measles and scarlet 
fever. Jaundice four months ago. Liver and spleen enlarged. No 
ascites. Later ascites and edema. Later prominent veins, jaundice, 
and epistaxis. Paracentesis. Few days later hematemesis and death 
in collapse. Autopsy. Ascites; cedema of lungs. Stomach contains 
much blood. No erosion or ulceration. Gastric veins here and there 
distended. Intestines full of blood. Spleen enlarged. Liver small 
and granular. Microscopically, interstitial hepatitis. 

Case XV. Nixon.*"——w—. Aged twenty-two years. Strictly 
temperate. Two years ago, while in usual health, sudden pain in ab- 
domen, profuse hematemesis, continuing several days. Jaundice, 
ascites, and cedema. One year ago pain in umbilical region and a 
tumor the size of an orange appeared. Examination showed anemia, 
no ascites, spleen enlarged, enormous caput, medusz, and decrease in 
size of liver dulness. Profuse hematemesis and death. Autopsy. Splenic 
tumor; no ascites. Liver cirrhotic. Perihepatitis. Stomach distended. 
No further post-mortem notes. 

Case XVI. Foot."—Man, aged forty years, alcoholic. Complains 
of ascites and cedema of short duration. No jaundice. Shortly after 
admission vomited dark, grayish-black fluid. This repeated at intervals 
for thirty-six hours until death. Autopsy. Ascites. Typical atrophic 
cirrhosis of the liver. Spleen not enlarged. No abrasion of the gastric 
mucous membrane. No note on cesophagus. 

Case XVII. Minot.*—Man, aged fifty-eight years, alcoholic. Sud- 
den hematemesis, repeated at intervals for several days until death. 
Autopsy. No ascites. Liver large, rough, and hobnailed. Stomach 
contained a large amount of blood. No ulceration. Near cardiac end 
of stomach a deeply congested area. No large vessels. 

Case XVIII. Seymour."—Man, aged forty-two years, alcoholic. 
Coffee-ground vomit. No ascites. Liver enlarged. Later jaundice, 
emaciation, some ascites, liver dulness decreased. Hzematemesis. Died 
next day. Aw/opsy. Abdomen only. No ulceration or infiltration of 
the stomach, which, with the intestines, is filled with blood. Liver one- 
third the normal size, granular, hard, and firm. 

Case XIX. Bendz.”—Man, aged fifty-five years. Ascites, which 
disappeared on treatment. Well for several months. Then ascites, 
cedema, and dyspneea. Later nausea, and vomited blood. Death. 
Autopsy. CEdema of lungs. Atrophy of heart. Ascites. Liver small, 
hard, and granular. Portal vein to the left lobe showed fresh throm- 
bosis. Gastric inucous membrane is diffuse, bright red, and the stomach 
is filled with blood. Near the pylorus the scar of an old ulcer. Blood 
in the intestines. Mucous membrane of the esophagus pale. Varices 
in lower portion, most marked near cardia. One vein shows a longi- 
tudinal tear. Some erosion of the mucous membrane at other places. 
Marked pericesophageal network of veins. 

Case XX. Bendz.”—Woman, aged thirty-one years. Had either 
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vomited or coughed up blood several times, but was uncertain which. 
Pain in chest. No cdema or ascites. Some varices on abdomen. 
Autopsy. Jaundice. Heart normal; cedema of lungs; ascites. Peri- 
hepatitis. Liver small, granular, section showed parenchyma in larger 
and smaller lobules. Stomach full of blood ; esophagus and duodenum 
also. No ulcers or erosions. Varices in lower part of csophagus, but 
no lesions of the mucous membrane. Bloody fluid in the intestines. 

Case XXI. Marsch.”—Boy, aged twenty years; always well until 
sudden hematemesis, which was repeated until death, on the sixth day. 
Autopsy. Lungs and heart negative. Aorta at diaphragm enlarged 
about one-fourth. Liver showed marked cirrhosis. Splenic artery 
enlarged. Spleen and a supernumerary spleen enlarged. No further 
notes. 

Case XXII. Smith.”--Man, aged twenty-three years. Moderate 
drinker. Long time previous vomited a large amount of dark-clotted 
blood. Previous to entrance, while in usual health, felt faintness and 
nausea and then vomited a large amount of blood. Liver extended 
one inch below costal arch. At site of gall-bladder oval, elastic tumor. 
Jauindice. Repeated melzena and hematemesis to death, on third day. 
Autopsy. Heart and lungs negative. Two old hydatid cysts of the liver. 
Right lobe of liver very small, and sections showed interstitial hepatitis. 

Left lobe hypertrophied and not cirrhotic. Veins in esophagus un- 
usually prominent. Stomach pale except at pyloric and cardiac ends. 
Spleen twice the normal size. Kidneys negative. Intestines contain 
some blood. 

XXIII. B., aged thirty-eight years. Alcoholic. 
Delirium tremens three times. Usual health till ten days ago. Feet 
and ankles swollen; abdomen soon after. No jaundice. Abdomen 
swollen, hard, tense, and fluctuating. Superficial veins enlarged. Liver 
dulness much diminished. Twelve days later repeated haematemesis 
and melena. Death. Autopsy. Liver cirrhotic. Stomach and intes- 
tines full of blood. Mucous membranes show no erosions. No note 
as to cesophagus or spleen. 

Case XXIV. Schilling.\—Man, aged thirty-nine years; not alcoholic 
or syphilitic. In January, 1882, hematemesis and melena. Examina- 
tion negative. In November, 1882, repeated profuse hematemesis. 
Examination negative. Death. Autopsy. Old perihepatitis. Liver 
normal size, surface uneven, increased connective tissue. Spleen three 
times the normal size. Varices in lower end of esophagus, no ruptures 
found. Stomach contains some blood. The mucous membrane greatly 
loosened, much swollen, and contains a large amount of dark-red 
blood. 

Case XXV. Leroux.*—B., aged forty-eight years. History of re- 
peated hzematemesis and melzna, unaccompanied by gastric symptoms, 
pain, ascites, or demonstrable change in liver or spleen. Clinscal diag. 
nosis: ulcer of the stomach. Death. Autopsy. Slight ascites. Liver 
small, granular, and hard ; interstitial tissue increased. Spleen en- 
larged. Thrombosis of the portal vein, but more recent than the earliest 
heematemesis. No ulceration of the stomach, but there is one large 
ecchymotic plaque. Some blood in the stomach. No ruptured vessels. 
No ulceration in duodenum or cesophagus. Blood in intestines. 

Case XXVI. Neligan.”—J. F., aged thirty-two years; alcoholic. 
Never sick in bed, but was formerly in the hospital, when liver was 
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found to be small and nodular; the spleen enlarged. There was no 
ascites. Spit up blood once. Sudden hematemesis one hour previous 
to admission, and death three hours later. Autopsy. Advanced cir- 
rhosis of the liver Spleen enlarged. Large patch of gastric mucous 
membrane congested with blood. No ruptured vessels found. No 
ascites. No note as to cesophagus. 

Case XXVII. Weisberger “—J. K., aged thirty-seven years ; alcohol 
and syphilis denied. Previous history negative until five weeks ago, 
when he had a severe erysipelas. Following this swelling of abdomen 
and legs. On entrance emaciation, dyspnoea, ascites, edema. Lungs 
and heart displaced upward. Liver dulness decreased. Spleen enlarged 
Hemorrhoids. Urine scanty, but otherwise negative. Repeated hmate- 
mesis and melzena to death, three weeks later. Autopsy. Granular 
cirrhosis of the liver. Spleen enlarged. Varicose veins in cesophagus 
and fundus of stomach. Rupture of vein in stomach. 

Case XXVIII. Weisberger.”—H. O., aged fifty-three years 
Entered in October with a history of bloody diarrhcea and abdominal 
pain in June. Swollen feet and abdomen in August. Examination 
shows slight cyanosis; edema; marked ascites. Lungs and heart 
negative. Veins enlarged. Liver dulness normal Spleen enlarged 
Bloody stools at intervals until hematemesis and death, eight days 
after entrance. Autopsy. Granular atrophy of the liver. Spleen 
enlarged. (Esophageal varices with beginning necrosis of mucous 
membrane. Chronic endarteritis of coronary arteries and fibrous myo- 
carditis. 

Case XXIX. Fauvel.*—Man, aged thirty-nine years; syphilis at 
sixteen ; moderate alcoholic ; frequent epistaxis until puberty. Since 
twenty subject to diarrhoea. Suddenly in October, 1830, without known 
cause, abdomen became swollen and painful. Urine scanty. Diar- 
rhea. This lasted three weeks. In April, 1831, pain in pyloric region ; 
abdomen swollen; cdema. Heart and lungs negative. Sudden re- 
peated, profuse hematemesis. Melena and death. Autopsy. Liver 
cirrhotic. Spleen enlarged. Ascites. Stomach enlarged, contains 
black biood, partly coagulated. Mucous membrane without injection 
or erosion. (Esophagus contains some blood. Mucous membrane of 
lower two-thirds elevated by varices. The vessels present dilatations 
and constrictions. Some places are as large as a goose-quill, but most 
much smaller. Walls thin. Duodenum filled with blood. No erosions. 

Case XXX. Fioupe.”—Woman, aged thirty-six years ; not alcoholic 
or syphilitic. Never had malaria. Entered the hospital first for hema- 
temesis preceded by gastric symptoms. Examination negative, except 
showing an enlarged spleen. Returned at intervals for over two years, 
during which time the liver gradually decreased in size, the spleen 
enlarged still more, and ascites appeared. Died of hemorrhage about 
three years after first examination. Autopsy. Old pericarditis. Peri- 
hepatitis. Liver small, granular, hard. Microscopically, interstitial 
hepatitis. Gall-bladder and ducts free. Spleen much enlarged. Stomach 
and intestines negative. In lower one-third of cezophagus numerous 
varices form a network of long meshes and end abruptly at the cardia. 
Mucous membrane intact. No ulceration or ecchymosis. 

Case XXXI. Hanot.’— Man, aged forty-three years; alcoholic. 
Always well until, after violent effort, profuse hematemesis. Next day 
bloody stools. Examination shows profound anemia. Heart and lungs 
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negative. Liver and spleen not enlarged. No ascites or abdominal 
varices. 'Autopsy. Heart, lungs, kidneys, and intestines negative. 
Stomach contains black fluid; no ulceration. Upper two-thirds of 
cesophagus show enormous submucous varices. Over one a small ulcer 
stopped with a black clot. No change in diameter of other thoracic 
veins. Spleen large and hard. Liver small, hard, granuiar. Micro- 
scope shows interstitial hepatitis. 

Case XXXII. Dusaussay..—A. L, male, aged thirty-six years ; 
malaria ; dysentery ; alcohol. Suddenly, while in usual health and at 
work, vomited a large amount of blood. Repeated hematemesis and 
melena until entrance to hospital, one week later. Examination : 
anemia. Heart negative. No vomiting. Stools still bloody. Tym- 
pany. No ascites. No varices on abdominal wall. Liver normal size. 
Heematemesis and melena at intervals until death, two years later. 
Autopsy. Anemia. Small amount of free fluid in abdomen. Liver 
small ; capsule thick; surface irregular; creaks on section. Spleen 
enlarged. In esophagus are large varices beginning suddenly two centi- 
metres above cardia and extending upward nine centimetres, most 
marked on the posterior wall, tortuous, and anastomosing freely. Three 
ulcers over three of these veins; two very superficial, really erosions. 
The other ulcer penetrates the vein, admitting a probe. Stomach con- 
tains partly clotted blood ; no ulceration or abnormal vessels. Coronary 
vein normal. Intestines normal, but filled with blood. 

Case XXXIII. Four.*'—Catharine W., aged fifty-seven years. 
Icterus lasting three weeks, at twenty-two years. During the past four 
months frequent epistaxis. No gastric disturbances. No hemorrhoids. 
For the past six weeks swelling of the abdomen. Examination : ascites. 
Size of liver cannot be determined. Abdominal veins somewhat promi- 
nent. Spleen enlarged. Heart, lungs, and kidneys negative. Para- 
centesis. Six days later profuse and repeated hemorrhages and death. 
Autopsy. Liver small, hard, granular. (Esophagus shows no varices. 
Gastric mucous membrane negative, except for some congestion near 
the cardia. No ulceration or erosion. Intestines filled with blood, but 
otherwise negative. 

Case XXXIV. Four."—Henrietta F., aged fifty years; alcoholic. 
History of hematemesis three times; ascites. No subcutaneous ab- 
dominal varices. Paracentesis. Four days later death from hemor- 
rhage. Autopsy. Liver red, granular, hard, small. Spleen enlarged. 
Large varices in lower two-thirds of esophagus. Large vein at junction 
of lower and middle thirds ruptured. Stomach shows intense congestion. 

Case XXXV. Lécorché.”—C., aged thirty-seven years. Entered 
unconscious with a history of hematemesis, but there was no vomiting 
after entrance. Ascites. Abdominal veins slightly enlarged. Liver 
seems small. Heart negative. No cdema. Autopsy. Ascites. Liver, 
small, hard, granular, abundant fibrous tissue on section. Spleen very 
large. Mouth, cesophagus, stomach, and intestines full of blood. Car- 
diac end of stomach intensely congested, but no erosion or enlarged 
vessel. (Esophagus: upper three-fourths, intense congestion ; lower 
fourth, numerous varices, stopping 1.5 centimetre from cardia. Partly 
thrombosed. Small ulcer on one vein, through which blood can be 
expressed. 

Case XXXVI. Debove and Courtois-Suffit.*—Auguste R., while in 
apparent health, vomits five litres of blood ; no ascites. Liver dulness 
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normal. Kidneys, heart, and lungs negative. Diagnosis: gastric ulcer. 
Hematemesis and melzena to death. Autopsy. Slight ascites. Liver 
normal size, but granular and distinctly cirrhotic. CEsophagus normal, 
showing no varices. Stomach contains a large amount of blood; no 
lesions. Intestines the same. 

Case XXXVII. Debove and Courtois-Suffit.*—W oman, aged thirty- 
seven years. Classical signs of cirrhosis. Six days later vomited three 
litres of blood. Repeated hemorrhages to death. Autopsy. Ascites 
Atrophic cirrhosis of the liver. Stomach and intestines contain blood, 
but show no lesions. (Xsophagus intact. 

Case XX XVIII. Debove and Courtois-Suffit.*—Case seen by Hanot. 
Man, aged thirty-five years; alcoholic. Two months ago profuse 
heematemesis. Later ascites and edema. Death from hemorrhage. 
Autopsy. Ascites. Atrophic cirrhosis. Large amount of blood in 
stomach and intestines ; the mucous membrane congested. Varices in 
cesophagus, but none ruptured. 

CasE XXXIX. Luzet.”—Man, aged thirty-four years; alcoholic ; 
pain in abdomen ; sometimes black vomit. Liver large and smooth. 
Hematemesis and death. Autopsy. No ascites. No lesions of gastric 
mucous membrane. Stomach full of blood. At cardia varices, which 
continue up into the lower part of the esophagus. No ulceration. 

Case XL. Hanot and Gilbert.“—Man, aged thirty-three years; 
alcoholic. In December, 1888, black vomit. February, 1889, ascites 
and icterus. Liver large. Death, May, 1889. Aulopsy shows death 
due to gastric hemorrhage. Stomach full of blood, black and clotted. 
No lesion of mucous membrane. No varices in cesophagus. 

Case XLI. Voelckel."—F. S., aged forty-five years. Temperate 
habits. History of hematemesis at intervals for past five years. Entered 
unconscious. Examination negative. Diagnosis: gastric ulcer. Death. 
Autopsy. Brain, lungs, and heart negative. Mucous membrane of lower 
part of csophagus bluish, veins varicose. In middle posterior wall 
small, hemorrhagic, infiltrated spot. Spleen enlarged. No ascites. 
Liver shows typical atrophic cirrhosis. Stomach and intestines nega- 
tive. 

Case XLII. Thibaudet.*—Henri D., aged fifty-eight years; not 
alcoholic. During a slight indisposition hematemesis. Examination 
negative. Diagnosis: gastric ulcer. Repeated hemorrhages until death, 
two days later. Autopsy. Two litres of free fluid in abdomen. Liver 
normal in size, but hard and granular and showing the lobules sepa- 
rated by bands of fibrous tissue. No point of hemorrhage in stomach 
or intestines. Varices in esophagus; 5.6 centimetres beJow pharynx 
two excoriations over varicose veins. From one blood can be expressed. 

Case XLIII. Tranchomme.*—Man, aged twenty-two years; alco 
holic ; ascites ; no edema; liver and spleen large; collateral circula- 
tion on abdomen. Heart, lungs, and kidneys negative. Hzmatemesis 
and melzena severe enough to require transfusion of salt solution ; 
tapped twice. Death shortly after second tapping. Autopsy. Some 
ascites ; cedema of lungs; heart negative; liver large, irregular, ad- 
herent, resistant ; section crossed by fibrous bands; spleen enlarged. 

Case XLIV. Gairdner.“— Woman, aged thirty-five years; alco- 
holic ; history of repeated hematemesis and melena over period of 
about two years. Examination: liver enlarged ; dulness in left hypo- 
chondrium, but uncertain whether spleen or not; ascites. Repeated 
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melzna, but no more hematemesis. Autopsy. Liver small, finely granu- 
lar; no blood in stomach; a few hemorrhagic erosions About the 
middle of the small intestines a large amount of thick, tarry material, 
but no break in surface of mucous membrane. No blood in large in- 
testines ; spleen normal in size; no note on the ezophagus 

Case XLV. Letulle.“— Chronic alcoholism; chronic dyspepsia ; 
sudden ascites, which disappeared spontaneously. Nine months later 
repeated hematemesis; no dilatation of the subcutaneous abdominal 
veins ; spleen enlarged ; liver normal in size; death from hematemesis. 
Autopsy. Liver cirrhotic ; spleen enlarged and hard ; stomach negative ; 
enormous cesophageal varices; diffuse ectasia with chronic endophle- 
bitis. 

Case XLVI. Oppolzer.” “—-Man, aged thirty-seven years; hard 
drinker ; history of weight and fulness in epigastrium, anorexia, and 
constipation ; emaciation; jaundice; ascites began three years ago, 
followed shortly by profuse hematemesis, which had recurred at inter- 
vals of four or five weeks, each time relieving the ascites. Final violent 
hemorrhage, lasting three days and causing death. Autopsy. Atrophic 
cirrhosis of liver; secondary thrombosis of portal and splenic vein ; 
spleen three times the normal size ; stomach distended with blood and 
showing hemorrhagic erosion at pylorus ; cesophageal veins dilated. 

Case XLVII. Glover.“—Woman, aged fifty years; drinks beer ; 
sudden repeated, profuse hematemesis ; emaciation ; later ascites and 
cedema ; repeated hemorrhages to death. Autopsy. Ascites ; atrophic 
cirrhosis of liver; enlarged spleen ; enormous submucous varices in 
lateral wall of esophagus ; stomach dilated and hyperemic. 

_ Case XLVIII. Reitman."—Man, aged twenty-six years; syphilis 
and alcoholism denied ; history of almost daily epistaxis for the past 
two years; pain in abdomen ; some icterus; hematemesis; lungs and 
heart negative ; lower border of liver dulness one finger below costal 
arch in nipple line. Spleen enlarged. Two weeks later ascites. Died 
from hematemesis three months later. Autopsy. One litre of free fluid 
in abdomen; liver small, granular, bile-stained; spleen enlarged ; 
stomach contains one litre of blood ; mucous membrane intact ; intes- 
tines contain blood, but show no erosions ; submucous veins of cesoph- 
agus enlarged somewhat, but intact. 

. Case XLIX. Barbier.“—Man, aged forty-seven years; alcoholic ; 
anorexia ; diarrhoea ; pain in stomach ; emaciation ; repeated epistaxis ; 
jaundice; profuse hematemesis; at entrance cachexia; slight ascites 
and cedema of legs ; enlarged liver ; heart and lungs negative ; repeated 
hemorrhages ; death in coma. Autopsy. Slight ascites ; liver enormous, 
slightly granular, hard, bile-stained ; stomach full of black, bloody 
fluid ; mucous membrane injected ; some ecchymoses; no ulceration ; 
intestines the same ; no note on spleen or cesophagus. 

Case L Jones.“—A. B., aged fifty years ; sudden hematemesis and 
melzena ; nausea; anorexia; abdomen and chest negative ; cedema of 
ankles; repeated hemorrhages to death. Autopsy. Heart and lungs 
negative; liver small, granular, hard; ascites; spleen enlarged ; 
stomach contains a quart and a half of blood; no ulceration or abra- 
sion, but bloodvessels of whole viscus much enlarged, enough to admit 
a finger. 

cm LI. Black."—A. O., aged twenty-six years; alcoholism and 
syphilis denied ; general anasarca lasting eighteen months, but recently 


| 
° 
| 
ha 
if 


278 PREBLE: GASTRO-INTESTINAL HEMORRHAGE. 


disappeared ; pain in region of spleen ; heart and lungs negative ; liver 
oall ; spleen enlarged ; one month later hematemesis and melzna to 
death. Autopsy. Heart and lungs negative; liver small, nodular, 
tough, increased fibrous tissue; spleen large and soft; stomach and 
intestines full of blood, but the mucous membrane is intact ; parenchy- 
matous nephritis. 

Case LII. Murchison.*—T. B, aged fifty-three years; alcoholism ; 
malaria. Good health until sudden, profuse hematemesis, which was 
repeated; then ascites and cedema of legs. Examination: ascites ; 
cedema ; enlarged subcutaneous abdominal veins ; liver cannot be out- 
lined ; hemorrhages repeated until death, one month from the begin- 
ning of thesymptoms. Autopsy. Ascites; perihepatitis ; splenic tumor 
and perisplenitis ; liver small and nodular, with bands of fibrous tissue ; 
black, tarry matter in colon ; no note as to cause of the hemorrhage. 

Case LIII. Lancereaux.”—A. V., aged sixty-four years ; alcoholic, 
For the past few months gastric disturbances, meteorismus, and scanty 
urine. Examination : subicteric ; signs of alcoholic pseudo-tabes ; liver 
large and smooth with sharp borders; spleen enlarged; ascites and 
cedema of legs; heart and lungs negative ; later dyspnoea and repeated 
hematemesis and melena. Autopsy. Ascites; liver weighed 1750 
grammes; normal shape, surface finely and uniformly granular ; 
microscopically, round-celled infiltration and bands of fibrous tissue 
about the lobules; varices in lower two-thirds of cesophagus, none 
ruptured ; kidneys, spleen, stomach, and intestines normal. 

Case LIV. Kast.""—Man, aged fifty-three years; for the past few 
weeks malaise, anorexia, and pains in the lumbar region ; examination 
negative ; sudden, profuse hematemesis and melzna; death next day, 
Autopsy. Advanced cirrhosis of the liver; varices in lower part of 
cesophagus ; dark-red clot projecting from one, covering opening in vein ; 
prominent veins under gastric mucous membrane, especially at cardia. 

Case LV. Cornet.*°—Woman, aged twenty-two years; denies alco- 
holism ; profuse and repeated hematemesis; examination negative ; 
death in thirty hours. Autopsy. Heart, lungs, and kidneys negative ; 
no ascites ; liver small, hard, granular ; spleen large and hard; marked 
varices in lower 5 centimetres of cesophagus down to the cardia and 
extending 2 or 3 centimetres along the anterior surface of the stomach ; 
exactly on the cardia an ulcer over an enlarged vein ; mucous mem- 
brane of stomach and intestines intact. 

Case LVI. Ehrhardt.*—L., aged forty-two years ; alcoholic ; began 
with profuse hematemesis while in usual health; repeated one year 
later ; a few months later ascites appeared with pain in the right epi- 
gastrium ; later decrease in size of liver and increase in size of spleen, 
Such symptoms continued for several years, until death from gastro- 
intestinal hemorrhage, eleven years after the first hematemesis. Au- 
topsy. Heart and lungs normal ; atrophic cirrhosis of the liver ; splenic 
tumor. Careful examination of the cesophagus shows neither varices 
nor ulceration. Mucous membrane of stomach and intestines intact. 

Case LVII. Grasset.”—Man, aged fifty-four years; illness began 
with hematemesis ; no subjective symptoms. Examination : liver dul- 
ness small; spleen enlarged ; ascites and cedema; slight enlargement 
of abdominal veins ; repeated hematemesis and death in a few days. 
Autopsu. Cirrhosis of the liver; pylephlebitis adhesiva ; no vascular 
lesions of esophagus or stomach. 
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Case LVIII. Boullard."—Woman, aged forty-three years; illness 
began with headache, dizziness, paralysis of right thumb. Three weeks 
later hematemesis and death. Autopsy. Stomach shows nothing to 
account for the hematemesis. Liver small, hard, resistant, irregular 
surface. No further post-mortem notes. 

Case LIX. Raoult.*—Male, aged twenty-four years; alcoholism ; 
malaria; during the past two years repeated epistaxis; past three 
months jaundice; no colic. Examination: well nourished ; jaundice ; 
stools alcoholic; liver enlarged, hard, slightly granular; spleen en- 
larged ; subcutaneous abdominal veins slightly enlarged. Ten days 
later repeated hematemesis, leading to death the next day. Autopsy. 
Liver enlarged, hard, bile-stained, surface granular. Section shows an 
irregular arrangement of the new fibrous tissue. Spleen enlarged and 
hard, Varices in lower part of cesophagus, but none ruptured. Mucous 
membrane over small area in upper part of stomach infiltrated with 
blood, and 2 centimetres from the cardia a single small erosion. In- 
testines negative. 

Case LX. Hayem.*—Man, aged thirty-two years; alcoholic. IIl- 
ness began with severe abdominal pain, followed by vomiting, icterus, 
and emaciation. Frequent, abundant, black-colored fluid stools. Ascites. 
Non-puisating tumor in epigastrium. Repeated hematemesis and black 
stools. Autopsy. Stomach contains abundant black fluid ; no ulceration 
of gastric mucous membrane; spleen enlarged ; liver irregularly lobu- 
lated, bands of fibrous tissue about the lobules. 
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THE HISTOLOGY AND HISTOLOGICAL DIAGNOSIS OF ADENO- 
MYOMATA OF THE UTERUS.* 


By JoHn Cooke Hirst, M.D., 
OF PHILADELPHIA, PA. 

Von ReEcKLINGHAUSEN' has shown that the epithelial canals of 
adenomata and cystadenomata of the uterine and tubal walls have two 
sources of origin. Some arise from the canals of the Wolffian body 
(from its distal portion, the parodphoron), isolated particles of which 
had been included in the uterus and tubes during their development in 
foetal life. Others are derived from inclusions of the uterine mucous 
membrane—i. e., from the epithelium of Miiller’s duct. The latter 
can penetrate into the uterine wall either in post-foetal life (p. 234) or, 
as von Lockstaedt’ has lately suggested, enter into the uterine or tubal 
wall by embryonal inclusion (pp. 26, 28). As these observations sup- 
pose the foetal epithelial inclusions in the uterus and tubes to be 
derived either from the canals of the Wolffian body or the epithelium 
of Miiller’s duct, we have now to consider the question whether it is 
possible to discover in apparently normal uteri of new-born infants, 
children, or adults such congenitally displaced epithelial ducts of the 
Wolffian body or Miiller’s duct, and prove their connection with the 
mother tissue. All the observations hitherto made on this subject have 
yielded none too good results. Von Recklinghausen’ himself (p. 151) 
acknowledges that he was unsuccessful in discovering in the uterine and 
tubal walls of new-born children remains of the Wolffian body which 
could be proven as part of the paroéphoron; but in three cases (Nos. 
6, 24, 25) he saw isolated glandular ducts in the tubal angle of appar- 
ently tumor-free uteri of adults, and once in the uterine horn of a cow, 
which he considers as displaced remnants of the Wolffian body (p. 162). 
Ricker® saw, in two uteri of old women, under the serosa on the ante- 
rior surface, near the edge and near the fundus, a yellow nodule, about 
the size of a lentil, which lay in a trough-like depression in the uterine 
wall. Each nodule showed microscopically some twenty parallel canals, 
some straight, some corkscrewed, a certain number of which opened into 
the peritoneal cavity. They were lined with from one to three layers 
of epithelial cells, free from cilia, and were embedded in a cytogenic 
connective tissue, poorly provided with muscular fibres. The micro- 
scopical picture was very similar to that of the uterine mucosa. Ricker 
(p. 199) considers these ducts to be part of the paroéphoron, which has 
been entirely, or at least in part, transplanted into the uterine wall. 
L. Pick* describes displaced Wolffian canals in the wall of a double 


* From Prof. L, Landau’s Frauenklinik, Berlin, 1899. 
VOL. 119, XO. 3.—MARCH, 1900. 19 
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tube. In one of them, which showed macroscopically only perisalpin- 
gitis, there was discovered, at one place in the outer layers of the wall, 
a system of three small epithelial canals, surrounded by a concentrically 
arranged sheath of connective tissue (p. 185). R. Meyer® examined 
fifteen uteri of adults, the majority of which were non-myomatous— 
nine of children and twenty of new-born infants and of fceti which 
were not at full term. He found in the outer muscular layers of a 
uterus extirpated for cervical carcinoma, 1 to 2 em. above the internal 
os, in the middle line posteriorly, several small glands, and exactly oppo- 
site them, in the anterior wall, several cysts, which also were not far 
from the perimetrium. The epithelium lining the cysts was cubical, 
and the surrounding tissue free from changes. In the uterus of a 
twenty-three-year-old multipara he found in the upper part of the 
cervix isolated cysts and glands, with cylindrical and cubical epithe- 
lium, situated more than half-way through the myometrium at the level 
of the internal os. These glands were in part surrounded by a regular 
sheath of tissue rich in round-cells and short spindle-cells, and, in addi- 
tion, by a broad, circular muscular layer. The origin of these displaced 
glands—whether from the Wolffian body or from the embryonal mucosa 
—Meyer leaves in doubt. Meyer also found in a uterus with cyst- 
adenoma of the corpus, in which carcinomatous degeneration was begin- 
ning, several quite isolated glands in the middle and outer layers of the 
myometrium, which reached nearly to the perimetrium. These epithelial 
canals varied up to 2 em. in length, and were provided with regular 
single rows of cylindrical cells. These were associated regularly with 
connective tissue, which was often so rich in short spindle-cells that it 
could have been taken for cytogenic connective tissue. In the cervix, 
at the level of the internal os, were two groups of small, somewhat dis- 
turbed glands, which were surrounded by a thin layer of small spindle- 
cells. They lay posteriorly and to one side in the outer muscular layer. 
Meyer regards these apparently congenitally displaced glands as canals 
from the Wolffian body. In the corpus uteri of new-born infants, which 
often shows a quite rich gland formation, Meyer saw glands penetrating 
deeply into the myometrium, very much branched or cystic, and some 
completely cut off from the endometrium. Again, he found in the 
fundus uteri of a foetus of nine months a tubular gland in the middle 
of the myometrium, surrounded by typical cytogenic tissue, and, as his 
illustration shows, very probably a result of one of these projections of 
the endometrium. A broad band of myometrium separates this isolated 
gland from the mucosa; from the serosa, on the other hand, it is sepa- 
rated by only the outermost muscular layer, which is actually pushed 
forward to form a slight prominence by the gland it contains. The 
majority of the authors who have made observations on this subject 
have left the results of their work partly undecided, partly not abso- 
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lutely demonstrated, while a part is, I think, incorrect, especially the 
so-called displaced parodphoron in Ricker’s case, to which I will return 
later. We can accept the inclusions of uterine mucosa in the uterine 
wall of a new-born infant described by Meyer as proven, so that the 
unquestioned discoveries narrow down to this one case. 

In all these observations it has been indeed proven that there can be 
and are epithelial inclusions derived from the Wolffian body or Miiller’s 
duct, but in no case has it been proven or even made probable that 
these inclusions could in time have developed into adenomyomata. I 
wish, therefore, to make a report of certain observations made during 
my course of study in the laboratory of Professor Leopold Landau’s 
clinic in Berlin, in which I was assisted by Dr. L. Pick, the chief of 
the laboratory. Professor Landau very kindly gave me permission to 
publish the results. 

Close under the serosa of the uterus, in this case an apparently tumor- 
free one of an adult, were found isolated glands of the mucous membrane ; 
and we were able, in certain of these glands, to follow them in every 
stage of development up to the complete formation of the first stage of 
adenomyoma. At the same time we were able, from the morphology 
of these glands, to formulate certain rules which can be applied to all 
future cases as well for the differential histological diagnosis of embry- 
onal epithelial inclusions from the Wolffian body and Miiller’s duct. 

The history of the case is as follows: 

Frau 8., aged forty-five years, was admitted to the clinic on May 7, 
1897. Up to the middle of the preceding year the patient had always 
been healthy. Menses regular. From July, 1896, she missed several 
periods, and then began to bleed severely. She was curetted and also 
treated by internal medication, without any permanent results. This 
bleeding continued with slight intermissions, and in the five weeks 
preceding her admission to the clinic was particularly severe. She 
complained of pain in her lower abdomen and of weakness in her legs. 
Her appearance was very anzemic, vagina fairly capacious, portio broad, 
with an old tear, and blood was exuding quite freely from the external 
os. Uterus was large, anteflexed, and on the left side the ovary could be 
palpated. Operation, May 8, 1897, under ether anesthesia. An uncom- 
plicated vaginal hysterectomy by Professor Landau’s method. It was 
slightly difficult to deliver the uterus from the peritoneal cavity. Her 
convalescence was uninterrupted and uneventful, and she remains well 
up to the present time. 

Anatomical Examination. Left adnexse were attached to uterus, the 
right having been removed separately. Both tubes were 6.5 cm. long, 
ovaries small, with several adhesions around them. The uterus was large, 
thick, 10 em. long. The breadth between tubal insertions was 6.5 cm. 
The mucous membrane of the portio was smooth, yellowish-red. Poste- 
riorly in cervix a deep tear. The uterus was next cut open throughout 
its whole length anteriorly in the middle line. The cervix was 2.75 
em. long, mucous membrane smooth, myometrium 13 mm. thick. The 
cavity of the uterus was 4.75 cm. long, lined in the lower half by atrophic, 
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in the upper half by deep red, slightly villous hypertrophic endometrium. 
The myometrium of the corpus was soft and 2.5 cm. thick. The perime- 
trium was thickened, and on the dorsum of the uterus, from the fundus 
to the level of the internal os, quite extensively changed. Here was a 
network of white bands of thickened peritoneum, which were all the 
more prominent from lying on a deeply injected background. At cer- 
tain places a more oot formation took the place of the raised bands, 


so that one received the impression of a kind of ‘‘ scar” on the perime- 
trium, and arising from these areas were delicate shreds and filaments, 
the remains of old perimetric adhesions. 

Here and there between these bands were small miliary cysts, which 
had a bluish color and appeared like small shot through their white 
covering. There were no large cysts. The remainder of the serous 


Fie. 1. 


Horizontal section from the central portion of the uterine dorsum. 


p. Perimetrium. 

l. Subserous layer, with longitudinal fibres. 

8. Sagittal septa in longitudinal layer.* 

e. Supravascular stratum, chiefly circular in course. : 

bl. Distended bloodvessels in peritoneum and longitudinal layer, mostly capillary and in 
cross-section. 

blg. Hemorrhages. 

dr. Cross-section of gland in longitudinal layer. One layer of cylindrical cells. To one side 
oblique position of muscle-bundles of the septa. 

ey. Cytogenic connective tissue. Gland completely isolated by bleeding. 


coat of the uterus was smooth, with remnants of adhesions anteriorly 
on the left side; the tubal angles and the myometrium (on section) free 
from abnormalities. The organ was hardened first in formol—Miller’s 
fluid (Orth)—and then in alcohol of increasing strength. For the micro- 
scopical examination a flat, horizontal section of the entire thickness of 
the corpus was cut out and embedded in celloidin. Sections from this 
portion were stained in alum carmine and hemalaun eosin. 

The endometrium shows some increase in the number of glands, which 
are sometimes cystic, sometimes globular, ovoid, or of other irregular 
forms. The single layer of cylindrical epithelium shows occasionally 
cilia, and is much flattened out at several places. The cysts and glands 
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contained blood, cast-off cells, hyaline bodies, and detritus of various 
kinds. In the stroma are many fully filled capillaries and small hemor- 
rhages, which are more copious toward the surface, and also diffused 
round-celled infiltration near the surface. 

The surface epithelium is almost everywhere ——. and the glands 
only penetrate into the most superficial layers of the myometrium. 
Otherwise the whole myometrium, which shows much connective tissue 
in the vascular layer, and especially in the vessel walls, is free from 
glandular or any other epithelial inclusions up to the outer edge, 


Cut from same place as Fig. 1. 
p. Perimetrium. 
dr, Ramified gland, branches centripetal, single layer cylindrical epithelium. 
bl. Fully filled capillary bloodvessels. 
Hemorrhages. 
cy. Cytogenic connective tissue, accompanying the branches of gland. 
1. Lamelle of longitudinal subserous stratum. 
8. Septa of same. 
uf. Arched bands connecting the septa. 
c. Supravascular stratum ; circular limit of the fan-shaped radiation. 
pa. Muscular layer, arising from the frontal position of septa, parallel to surface. 


bundles of which are divided into comparatively large compartments by 
fine septa running in the horizontal plane of the section (s). Between 
this layer and the vascular stratum is a second layer (c) running in a 
circular direction and quite sharply differentiated from the rest. 

The first layer, and also the somewhat thickened peritoneum, cor- 
responds to the middle of the dorsum of the uterus. At this place 
we find several noteworthy points. Above the vascular layer, through- 
out the whole section, we can recognize quite plainly two muscle layers 
running in different directions (Fig.1). One fougitationt layer (2), the 
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large number of filled capillaries (67), the majority of which have been 
cut in cross-section. Here and there we find small hemorrhages (6/9). 
In these two muscular layers (i. e., the longitudinal and circular) we 
find, especially in the former, a number of epithelial inclusions. These 
are somewhat dilated, more or less round (dr) in shape, varying from 
microscopic (70, in diameter) to macroscopic (225 to 285, in diameter) 
size ; sometimes collapsed, sometimes pronged, and sometimes branched, 
the majority of the ramifications pointing toward the cavity of the 
uterus. (See Fig. 2.) On the whole, they are not numerous, and are 
scattered, nearly always isolated, but confined to the central part of the 
dorsum uteri. They are lined with one uniform layer of cylindrical 
epithelial cells, seldom ciliated (see Figs. 1 and 2), about 25, in height, 
which have a large plasma body and a nucleus almost filling the lower part 
of the cell. Some of the smaller glands lie naked in the muscle wall, 
but nearly all are surrounded by a tissue which is perfectly typical for 
the stroma of the uterine mucous membrane—i. ¢., cytogenic or lymph- 
adenoid tissue. This tissue penetrates into the myometrium accompany- 
ing the branches of the gland and parallel to them (Fig. 2). Only very 
rarely do two glands lie so close together that the cytogenic tissue of 
one mingles with that of the other. 

Often this cytogenic tissue, like the surrounding myometrium, con- 
tains capillaries filled almost to bursting, and it sometimes happens that 
one of the glands, by the bursting of a capillary, is surrounded by a 
broad belt of blood, and cut off, like an island, from the surrounding 
myometrium (Fig. 1). 

In such glands the y omens on account of the disturbance of its 
nutrition, is sometimes flatter, poorly developed, or swollen and diffusely 
stained. 

The complete separation of these large branched gland formations 
from their nutrient stroma is never seen; but, nevertheless, several of 
these epithelial tubes are lifted up from their cytogenic tissue by the 
hematomata (Fig. 2). Here and there in the neighborhood of these 
hemorrhages we see the formation of flakes of brownish-yellow pig-. 
ment; or we see in the canals themselves hyaline bodies, leucocytes, 
epithelial cell nuclei, and large, round pigment bodies filled with 
brownish-yellow granules. 

The arrangement of the myometrium around these epithelial inclu- 
sions is very interesting. Only some of the very small ones stand naked 
in the circular layer already referred to (Fig. 1,c). The vast majority 
are found only in the lower longitudinal layer (Fig. 1, e); of the latter a 
part, without seeming to influence in the least the direction or apposition 
of the muscle-fibres, penetrate up to the peritoneal surface, and are sepa- 
rated from the serosa by only a thin layer of connective tissue (Fig. 1). 
Others, mostly round or ovoid, have taken such a position in the 
longitudinal muscular layer that the longitudinal lamelle diverge in a fan- 
shaped manner toward the uterine cavity, and converge toward the serosa 
into a band running parallel to the surface. The muscle-fibres also are 
plainly in much closer apposition at this point than at other points in 
the neighborhood. The picture given on cross-section is a fan-shaped 
radiation of these muscle bundles in the direction of the uterine cavity 
(Fig. 2), while toward the serosa, by a constantly increasing convergence 
of these bundles, a circular band has been formed, covering the epithe- 
lial inclusions. The longitudinal layer is not only passively crowded 
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out of shape by these inclusions, but is also actively changed in direc- 
tion. These epithelial inclusions have, at one point, produced an actual 
thickening of the muscle bundles of the longitudinal layer, and at the 
same time a change in their course. The fan-shaped arrangement of 
these bundles is everywhere plainly indicated by the system of muscular 
septa lying in the horizontal plane of section (Fig. 2); the change affects 
only the longitudinal layer, while the underlying circular layer forms 
everywhere a sharp boundary (Fig. 2, ¢), so that the whole proliferation 
is comparatively circumscribed. This proliferation of the longitudinal 
muscle layer is best seen at the points where we have large, ramified 
glands (Fig. 2). Corresponding to the finger-like ramifications of these 
glands—the processes pointing toward the uterine cavity—and their 
cytogenic sheath (Fig. 2, cy) we have three ray-like bands or septa (Fig. 
2, 8), and between them either the longitudinal fascicles preserved intact, 
or with bridging bands of muscle-fibres (Fig. 2, vf) connecting two neigh- 
boring septa. 

Toward the uterine cavity the boundary is formed by the supravas- 
cular circular muscle layer ; toward the perimetrium, where the branches 
of glands do not extend, the thickened septa (Fig. 2,8) have formed 
themselves into a somewhat narrow band covering in the glandular in- 
clusions (Fig. 2, pa). In spite of all these inclusions and new formations 
there is nowhere an elevation of the surface of the organ. It cannot be 
said either that a great part of the perimetrial changes can be traced 
to these epithelial formations. One does indeed find, directly over the 
position of some of these many-branched glands, hemorrhagic fibrous 
perimetritis, but this is also absent over others of these glands, and 
occurs, too, without their presence. 


We have to deal, then, with a uterus with symmetrically hyper- 
plastic myometrium—an endometrium hyperplastic in some places and 
atrophic in others—and a chronic perimetritis, with adhesions, chiefly 
on the dorsum of the uterus. The tubes and ovaries are atrophic, but 
show traces of previous inflammation. About the centre of the dorsal 
surface we find in the supravascular and longitudinal subserous layers, 
but especially in the latter, epithelial glandular formations, some cystic 
or tubular, others somewhat branched and quite isolated, which exert 
an influence in proportion to their number of branches upen the direc- 
tion and apposition of the muscle bundles in the layers that contain 
them. ‘They are almost invariably surrounded by a typical lymph- 
adenoid (cytogenic) stroma. The entire remaining myometrium is free 
from glands, and those of the hyperplastic endometrium penetrate only 
into the most superficial layer of the muscular wall. As these hetero- 
topic epithelial inclusions cannot be considered as derived directly 
from a glandular hyperplasia, and as there cannot have been either in 
the uterus or anywhere else in the body a growth giving metastasis 
(adenomatous)—the patient has been absolutely well since the opera- 
tion—the glands must have arrived at their present location by a 
process of embryonal aberration, being without a doubt derived from 
Miiller’s duct, and not from the Wolffian body. This is shown, I think, 
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by the cytogenic or lymph-adenoid tissue which surrounds the almost 
isolated or very much scattered glands and cysts. It is well known 
that this characteristic cytogenic tissue, so rich in small spindle-cells 
and round-cells, is entirely wanting in normal remains of the Wolffian 
body. It is likewise not to be found in the epodphoron or paroéphoron 
or the corresponding Giralde’s organ in the male (von Recklinghausen,' 
p. 118). In such organic remains the surrounding sheath of the epithe- 
lial canals is, in addition to the muscle-fibres, composed of connective 
tissue rich in fibres and poor in cells. This sheath is invariably found 
around the tubules and cysts of the adenomyomata of the parodphoron, 
when these are not yet hyperplastic to any marked degree—the so-called 
‘* scattered arrangement,” as, for example, in the small, hard adeno- 
myomata of the parodphoron, found at the tubal angles and in the tube 
itself. However, as soon as any marked proliferation of these canals 
of the Wolffian body takes place, as soon as we have a true adenoma 
with a system of glands and canals, in the so-called ‘‘ compact arrange- 
ment ”—i. e., arranged in groups and clusters—the ground substance 
of the connective tissue, hitherto poor in cells, develops into cytogenic 
tissue. This change is in direct ratio to the proliferation of the glands. 
This dependence of one upon the other is carried to such an extent that 
when a single canal shoots forth like a branch from a complex gland, 
which lies embedded in the cytogenic connective tissue, the proportion 
of cells in the cytogenic tissue immediately sinks, while the proportion 
of fibres rises (pp. 105 to 107). This remarkable relation of the cyto- 
genic and simple fibrous connective tissue to the ‘‘ compact” and 
‘* scattered” arrangement of the canals of the Wolffian body is not 
confined, as von Recklinghausen (p. 171) supposed, to tumors in the 
uterus alone. As L. Pick* has shown, cytogenic tissue is always 
found around the epithelial cauals in adenomyomata of the paro- 
éphoron wherever they may occur—in the fornix and groin, for ex- 
ample—as soon as the embedded canals of the Wolffian body form in 
compact arrangement (i. e., proliferate), and is invariably absent when 
they are very little or not at all proliferated. Vice versa, when we 
have isolated or scattered epithelial canals or cysts, and the question 
arises as to whether they are derived from the endometrium (Miiller’s 
duct) or the Wolffian body, they must, if embedded in cytogenic tissue, 
be derived from the epithelium of the endometrium of the uterine body. 
We can find cytogenic tissue in the uterine mucous membrane of a new- 
born infant, even though it contains very few if any glands. For these 
reasons I consider the isolated epithelial canals in the case under dis- 
cussion to be derived from the glands of the corporal endometrium, and 
that they could only have arrived at their present position by a process 
of inclusion during embryonal life. 

It is more probable, I think, that these inclusions occurred early in 
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foetal life by the aberration of an epithelial sprout from Miiller’s duct 
rather than at a later period by an ingrowth of a gland or glands, and 
subsequent atrophy of their epithelial pedicle; for we find small, deli- 
cate ducts lying naked in the muscle tissue, or with tiny connective 
tissue sheaths, which must be considered as young products of the in- 
cluded glands, whose development is only beginning. In any case they 
show that isolated included glands do not invariably possess a cytogenic 
connective tissue sheath ; but this latter is always present when they are 
proliferated, just as in adenomatous proliferation of the remains of the . 
Wolffian body. 

When we analyze critically, from this point of view, the observations 
on this subject which we have considered in the early part of this paper, 
and which have been published under the name of canals of the Wolffian 
body or Miiller’s duct, forming inclusions in the uterus and tubes, we 
arrive at the following conclusions: The isolated gland which Meyer 
found in the myometrium of the fundus has a cytogenic connective 
tissue sheath ; therefore it is, as is confirmed by its other relations, and 
as Meyer says, an included epithelial gland from the corpora] mucous 
membrane. Single isolated glandular ducts, surrounded by a sheath of 
fibrous connective tissue poor in cells, such as von Recklinghausen 
found at the tubal orifice in an apparently tumor-free uterus, and in the 
uterine cornu of a cow, and J.. Pick found in the wall of a double tube, 
have been accepted by these authors as canals from the Wolffian body 
—very possibly correctly—but they might also be isolated epithelial 
canals from Miiller’s duct. The localization at the tubal orifice is not 
entirely satisfactory proof. 

In Meyer’s case the mucous membrane glands were situated in the 
fundus, and in our case in the dorsal part of the uterus; so that 
both times they were exactly in the seats of predilection for inclusions 
of the Wolffian body. The offshoots from Miiller’s duct can thus 
appear at any place (L. Pick,° p. 470), just as the derivations from the 
Wolffian body are not confined to any one definite locality. The same 
doubt as to whether the inclusions are from the Wolffian body or are 
uterine glands could be entertained in Meyer’s third case, already 
referred to (combination of cystadenoma of the mucous membrane 
with beginning carcinomatous degeneration, and congenitally included 
glands, probably from the Wolffian body). In the other two cases 
Meyer himself leaves the origin of these inclusions in doubt. 

The supposition of Ricker, that the formations he described in the 
uterine wall are wholly or partly transferred normal paroédphoron, is, I 
think, untenable. Von Lockstaedt’ (pp. 30, 31) has rightly protested 
against it. As the histological picture of these formations presents very 
characteristically ‘‘ that of the uterine mucous membrane ”—i. ¢., as 
these glandular ducts are embedded in cytogenic tissue, we can have 
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to deal only with proliferated or non-proliferated corpus mucous mem- 
brane or proliferated and adenomatous parodphoron ducts, certainly not 
with the normal paroédphoron or any part of it. The assertion of Ricker 
that the remains of the Wolffian body are sheathed with connective 
tissue rich in cells is not correct. If in Ricker’s case an adenoma is 
really out of the question, we can have nothing else than aberrant 
mucosa corporis. 

Von Lockstaedt was, I think, right in considering the free opening 
into the peritoneal cavity of the ducts in Ricker’s preparation a second- 
ary perforation. An incorporation of real and undisputed parts of 
the parodphoron in the wall of the tubes or uterus has not yet been 
fully proven. As these uterine glands, as soon as their cytogenic 
sheath is wanting, have exactly the same appearance as aberrant 
remains of the Wolffian body, and can appear in precisely the same 
places, we can diagnose these remains as from the parodphoron only 
when they retain their connection with the Wolffian (Gaertner’s) duct, 
or have preserved a form absolutely typical of heterotopic portions of 
the Wolffian body. Otherwise they show precisely the same anatomi- 
cally undiagnostic characteristics (L. Pick,® p. 505) as the adenomata 
in the uterus or tubes without specific figures of the Wolffian body or 
without demonstrable connection with Gaertner’s duct. On the other 
hand, adenomata which contain non-proliferating epithelial glands and 
cysts in scattered arrangement are to be classified as derived from the 
mucous membrane as soon as the sheath around the glands is without 
doubt composed of cytogenic tissue (von Lockstaedt,’ Cases I. and III.). 
Tn our case I wish to call attention to the rich blood-supply of the cyto- 
genic sheaths and the numerous hemorrhages in them as well as in the 
surrounding muscular tissue. In some of the canals were found the 
same large, round pigment bodies which von Recklinghausen has shown 
as being often present in adenomata of the parodphoron (von Reckling- 
hausen,’ pp. 99, 123); but von Recklinghausen himself says that these 
pigment cells have no diagnostic value as to the origin of the adeno- 
mata. In our case the periglandular bleeding has effected a separation 
of several glands from their surroundings. Their nutrition is cut off, 
and the epithelial cells plainly show signs of degeneration. 

Those adenomata, the glands of which penetrate u to the serosa, 
show, according to von Recklinghausen, well-marked formation of con- 
nective tissue and adhesions at the place in question. Inasmuch as in 
our case the glands were found principally at places where there was 
quite a severe perimetritis, it would seem to apply here as well. Never- 
theless, we could comparatively frequently demonstrate a perimetritis 
at a place free from glands, and glands at a place where perimetritis 
was absent ; and, besides, as the dorsum of the uterus, where these inclu- 
sions were found, is, in the majority of cases, the seat of predilection of 
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perimetritis, this association would seem to be nothing more than a 
coincidence. 

Another point I wish to call attention to is the position of these 
isolated corpus glands in the outermost subserous longitudinal muscular 
layer. Only very few are found in the circular supravascular layer. 
The close relation between the epithelial inclusicns and their muscular 
surrounding layer is also noteworthy. In a certain number this rela- 
tion is not very marked; in the rest, however, more especially in the 
branched forms, it is most clearly indicated. At such points the longi- 
tudinal septa (Fig. 2) have arranged themselves in a fan-shaped manner, 
like rays, converging toward the glandular canal and its branches, and 
the whole surrounding muscular layer has become more dense through 
proliferation ; the gland and its sheath stand out from the subserous 
muscular layer as a quite plainly circumscribed adenoma. It is thus 
shown by this case that these isolated epithelial inclusions are capable 
of forming adenomyomata, and, indeed, as von Recklinghausen has 
suggested for the smaller adenomyomata of the parodphoron occurring 
in the uterine body, they play the chief part in the proliferation of the 
muscular sheath which surrounds them. If R. Meyer had concluded, 
theoretically, from his investigations, that an adenomyoma arising from 
embryonically included offshoots from the mucous membrane, even 
when in the peripheral layer of the uterus, could not be proven off- 
hand, our observations would fully bear them out- 

I shall briefly summarize the main points in the foregoing as follows: 

1. In the uterus of an adult were found embryonal epithelial inclusions 
from the mucous membrane of the uterine body (Miiller’s duct), situated 
in the peripheral subserous layer of the myometrium. 

2. Isolated glands and cysts, included in the uterine wall and origi- 
nating from the mucous membrane, are provided with a cytogenic tissue 
sheath, but not invariably. 

3. This cytogenic tissue is found accompanying remains of the 
Wolffian body on/y when adenomatous proliferation is present in them ; 
and this applies both when it occurs at the normal site of the paro- 
éphoron and in transposed portions of it. 

4, Adenomata with glands and cysts in scattered arrangement are to 
be considered as from the mucous membrane as soon as they are pro- 
vided with cytogenic tissue sheaths around the glands. 

5. The epithelial ducts in the uterine and tubal wall, which have 
heretofore been characterized as aberrant canals from the Wolffian 
body, have not been proven as such, and are of uncharacteristic anatom- 
ical structure. For this diagnosis we must have specific figures of the 
parodphoron or connection with Gaertner’s duct. 

6. We have shown that the formation of subserous adenomyomata from 
these incorporated glands of the uterine mucous membrane is possible. 
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A CASE OF TRAUMATIC VARIX OF THE ORBIT IN WHICH 
LIGATION OF THE LEFT COMMON CAROTID ARTERY 
WAS SUCCESSFULLY PERFORMED.' 


By CHARLES A. Oniver, A.M., M.D., 
ATTENDING SURGEON TO THE WILLS EYE HOSPITAL; OPHTHALMIC SURGEON TO THE 
PHILADELPHIA HOSPITAL. 


On July 9, 1894, T. T., a twenty-seven-year-old brakeman, came to 
my clinic at Wills Eye Hospital with the history that five days pre- 
viously his left eye had been either kicked or struck with a fist. For 
two days after the injury he did not notice anything peculiar, but on 
the third day the eyelids became much swollen, and on the fourth day 
the eyeball became prominent. This was followed by a ‘‘ constant 
buzzing, with some pain,” which the patient referred chiefly to the left 
temporal and auditory regions. 

The man was in a highly nervous state, with marked tremor, especi- 
ally of the extremities, he having just passed through a subacute attack 
of alcoholism of nearly three weeks’ standing. 

Examination of the affected eye and its surrounding parts showed 
that the upper lid was so much swollen and cedematous that it fell over 
in front of the eyeball. There was an intense chemosis of the ocular 
conjunctiva, which was so pronounced in its inferior half as to allow a 
broad fold of the membrane to project through the palpebral fissure 
and rest upon the skin of the lower lid. The globe itself, which, with 
the exception of a slight wheel-like motion down and in, was immobile, 
could be rotated a few degrees in different directions by forced palpa- 
tion. The organ was proptosed directly forward. Its cornea was clear. 
The pupil was three millimetres in diameter. There was absolutely no 
movement of the iris to any form of direct or consensual impulse. 
Intraocular tension was normal, and there was not any ciliary tender- 
ness. 

Vision was reduced to one-eighth of normal, this being in a measure 
accounted for by a history of convergent strabismus which had existed 
since infancy, the sight of the left eye always having been defective. 


1 Read before the December, 1899, meeting of the Section on Ophthalmology of the College 
of Physicians of Philadelphia. 
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The patient stated that when he was four years of age he was caught 
between two railroad cars, inflicting such an injury to his head that he 
bled from the mouth, the nose, and the ears. 

The fields of vision for white and red of the affected eye, as shown 
in Fig. 1, exhibited decided indentations in the Jower inner quadrants, 
with a slight enlargement of the physiological blind spot. 

Ophthalmoscopic examination showed that the retinal veins were 
enlarged and tortuous, while the contained venous currents were so 
dark in places as to appear almost black. No hemorrhage of any kind 
could be determined. A marked bruit in the temporal region, which 
was synchronous with the radial pulse, could be plainly recognized by 
direct auscultation. No orbital bruit or pulsation could be either 
heard or felt. 


Fia. 1. 


Fields of vision for one centimetre diameter each white and red at thirty-five centimetres 
distance. (The outer continuous line shows extent of normal field. The heavily dotted con- 
tinuous line shows extent of field for white. The heavily dotted broken line shows extent of 
field for red.) 


When the left common carotid artery during its passage through the 
neck was forcibly compressed for a brief period of time by the finger- 
tips, the affected eye slowly sank into place only to resume its former 
false position the moment that the pressure was removed ; while some 
of the palpebral and conjunctival stasis subsided. 

The right eye was healthy and normal in all respects. 

For the purposes of further study I immediately admitted the man 
into the wards of the hospital. In two days’ time both the palpebral 
and the conjunctival chemosis had become greater and the proptosis had 
become more marked. Constant digital and mechanical compression 
upon the left common carotid artery was then decided upon and faith- 
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fully, though uselessly, persisted in for a period of eleven days, the ex- 
ternal conditions becoming much worse and the bruit so intense as to be 
rendered almost unbearable to the patient. Ophthalmoscopic examin- 
ation at this time showed that the retinal veins of the affected organ 
were much more swollen than they were when the patient was admitted 
into the hospital. 

At this juncture, as I was about to leave the city for my summer 
vacation, I left the case in charge of Dr. George C. Harlan, one of my 
colleagues at the hospital, we agreeing that a radical operation for the 
relief of the condition should be tried at once. 

Just before his dismissal from the hospital to go to the surgical wards 
of the Pennsylvania Hospital, to which institution he was sent by Dr. 
Harlan, he complained of pain in the left ear and upper jaw, both of 
which had become markedly swollen. The cornea of the affected eye 
was becoming hazy in its deeper layers, allowing but a dim view of the 
fundus. The retinal veins were enormously dilated and tortuous, while 
the retina itself was quite opaque in places. 

On August 3d the left common carotid artery was tied by Dr. 
Thomas S. K. Morton, of this city. 

Under ether-narcosis an incision was made in the line of the sterno- 
mastoid muscle on the left side of the patient’s neck, and the common 
carotid artery was exposed at the point of election above its crossing 
by the omohyoid muscle Pressure upon the elevated vessel at this 
point entirely controlled the bruit and pulsation. The vessel was tied 
by a treble ligature after the manner suggested by Ballance and Ed- 
munds, This ligature consisted of three large strands of twisted silk 
being passed about the vessel. Each strand was tied tightly down by 
one knot, after which all six of the ends were tied in a second knot, 
thus cutting off and bringing into apposition almost a quarter of an 
inch of the coats of the vessel. The wound was closed by a continuous 
silk thread. No drainage was employed. 

Not the slightest symptom of so large an artery having been ligated 
followed the procedure, there being an entire cessation of the pulsation 
and the bruit. The eye immediately settled back into the orbit, and 
nothing remained to denote the former condition save a pouch of con- 
junctiva which projected from the lower lid. 

Five hours after the operation Dr. William C. Posey, my assistant 
at Wills Eye Hospital, kindly saw the case for me. Both the bruit 
and the exophthalmos had greatly diminished. The eye-ground could 
be more distinctly seen, the retinal veins not being so distended as they 
were before the operation. Uncorrected vision equalled one-tenth of 

‘normal. 

Six days later the exophthalmos had much lessened and the palpe- 
bral cedema and the conjunctival chemosis had greatly subsided, allow- 
ing the patient to elevate the upper lid and to have some control over 
the movements of the eyeball. The retinal veins were not swollen. 
For the first time a few points of retinal extravasation in direct associa- 
tion with the veins could be determined. Vision was the same as when 
the patient was seen before. 

On January 27, 1896, some five months after the operation for liga- 
tion, he returned to the hospital with the statement that the eye had 
gradually become blind, and that it took several weeks’ time for the 
swelling of the lids and conjunctiva to disappear. 
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At this time it was found that the eyeball was convergent, and as can 
be seen in Fig. 2, which is — from a water-color sketch made 
for me by Miss Margaretta Washington, of this city, the scleral veins 


were enlarged, the cornea was clear, the pupil was widely dilated, the 
anterior chamber was shallow with almost total obliteration of its angle, 
and the lens was cataractous. Intraocular tension was increased, and 
the eye was absolutely blind. There was no ciliary tenderness. In other 
words, the condition of an absolute secondary glaucoma was present. 
The fellow eye continued normal. 


Fic. 2, 


External appearances of condition of absolute secondary glaucoma. 


Remarks. The head-crush at four years of age most probably was 
the beginning of either an aneurismal varix situated between the 
petrous and the cavernous portions of the internal carotid artery and 
the corresponding cavernous sinus, or a varicose aneurism in which 
there was an intervening sac or so-called false aneurismal connection 
located between the two vascular channels. In either case in a well- 
protected situation and the connected veins subject to but little arterial 
pressure, it—as in all such forms of vascular disturbance—was of very 
slow growth and may have even terminated its extending process. 
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The more recent blow upon the diseased region in a debilitated sub- 
ject—given to alcoholic excesses, most probably—increased the opening 
into the venous structures so as to give as its most prominent ophthal- 
mic sign an orbital varix. 

The cessation of the gross venous stasis of the related vascular struc- 
tures of the orbit, and the eyeball and its appendages, by ligation of the 
main trunk supplying blood to the parts, is of interest both in regard 
to therapy and etiology. The appearance of the signs of absolute secon- 
dary glaucoma as the final outcome of the condition of the ocular tissues 
may be in a measure understood when it is considered that the eyeball 
is a lymph-producing organ which is dependent upon normal blood- 


supply. 


THE EHRLICH DIAZO REACTION. 
By James R. ARNEILL, A.B., M.D., 


INSTRUCTOR IN CLINICAL MEDICINE. 


(From the Medical Clinic of the University of Michigan—Professor Dock.) 


In a preliminary report of the commission appointed by Surgeon- 
General Sternberg to investigate typhoid fever during the late war, 


Vaughan states that the chief difficulty with which the commission had 
to contend was the utter worthlessness in numerous instances of the 
diagnoses of the volunteer physicians. Asa result of inability and 
lack of opportunity to make blood examinations for plasmodia malaria 
and Widal’s test for typhoid fever, thousands of cases of typhoid fever 
were diagnosed malaria, typho-malaria, continued fever, dengue, indi- 
gestion, and diarrhea, and treated as such. 

It may seem an extravagant statement, but it is none the less true, that 
if the diazo test had been applied in a routine way, and alone depended 
upon for the diagnosis of typhoid fever, the vast majority of these cases 
would have been correctly diagnosed. 

Before recording my observations and deductions in detail, I will 
give ashort résumé of the history and the chemistry of the diazo re- 
action. 

In 1860, Peter Griess discovered and produced the azo dyes. He 
early made use of sulphanilic acid and naphthylamin salts for the demon- 
stration of nitrous acid and its salts by means of color reactions. In 
1875 the chemist Weselsky demonstrated phloroglucin by combining it 
with nitrodiazobenzol, the product being a red dve. Ehrlich believed 
that in the urine of certain diseases aromatic bodies were excreted 
which would become diazotized under proper chemical treatment. With 
this idea in mind, in 1882 he experimented upon the urines of a 
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large number of infectious and non-infectious diseases, and obtained a 
specific diazo reaction, especially in the urines of typhoid fever and tuber- 
culosis. Unfortunately, in his earlier contributions Ehrlich gave very 
meagre and unsatisfactory directions regarding the preparation of his 
reagents, with the result that different investigators of ability experi- 
mented in a blind way with the test and arrived at erroneous conclu- 
sions. Penzoldt, Petri, and von Jaksch declared that it could be 
obtained in numberless diseases and conditions, even in normal urine ; 
that all sorts of bodies, such as grape-sugar, acetone, bile-coloring matter, 
and a number of medicines would give the same reaction, and con- 
sidered the test worthless as a prognostic and diagnostic measure. 
Among American authors Munson and Oertel deny its diagnostic worth, 
claiming that diacetic acid is the cause of the test, and that its diag- 
nostic and clinical significance must be identical with the ferric chlo- 
ride test. Instead of using a } per cent. solution of sodium nitrite, as 
recommended by Ehrlich, these investigators used as high as a 5 per 
cent. solution. Greene found that when he used a concentrated solu- 
tion of sodium nitrite a reaction similar to the diazo was obtained even 
in normal urine. 

Mistakes were also made in the interpretation of the test. Edwards 
regarded the junction-ring—eosin to garnet—as the Ehrlich diazo 
reaction, and found it in so great a variety of diseases and conditions 
that he considered it useless as a diagnostic or prognostic sign. Edwaids 
made the fatal mistake of disregarding the crucial part of the test, the 
color of the foam. Every investigator of experience is familiar with 
the fact that a red ring of varying tint is obtained in countless dis- 
eases. This, however, is no more the Ehrlich diazo test than a colored 
precipitate is Fehling’s test. 

A misunderstanding as to the exact color of ring and foam necessary 
for the production of a genuine Ehrlich diazo reaction has perhaps 
been the most prolific source of error. Burghart, for instance, claims 
that if tincture of opium, cascara sagrada, or hydrastis canadensis be 
added to urine a reaction similar to the diazo is obtained. I experi- 
mented with these drugs and found that the only one which suggested 
in color the diazo reaction at all was tincture of opium, which gave 
a salmon tint to the foam. When these drugs are taken in medicinal 
doses and excreted in the urine the author says there is no possibility 
of mistaking the reaction for the Ehrlich diazo reaction. A large num- 
ber of our patients have taken cascara for weeks at a time without 
giving the reaction. It has been claimed that the end-products of 
certain medicines excreted in the urine give the diazo reaction. It is 
true that such substances as aniline, naphthalin, phenacetin, lactophenin, 
and orthoform give a color reaction when treated with the diazo re- 
agents. This has been called by a few authors the Ehrlich diazo reac- 
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tion. These were diazo reactions, but not the Ehrlich diazo reactions. 
At the beginning of this article I wish to emphasize the distinction 
between diazo reactions and the Ehrlich diazo reaction. There are a 
large number of diazo reactions which are used to demonstrate certain 
known substances, such as phloroglucin, acetone, bilirubin, naphtha- 
lin, grape-sugar, peptone, and diacetic acid, while the Ehrlich diazo 
reaction is used to demonstrate an unknown substance. In the former 
the colors vary a great deal—purple, violet, blue, etc.—with a foam 
which is not characteristic. Grape-sugar gives a beautiful fuchsin 
pink color with an intensely red foam. The distinction, however, be- 
tween the reaction and the Ehrlich reaction is that a fixed alkali is 
required in the grape-sugar test, as it does not occur with ammonia. 

It is the experience of every trained observer in a long series of diazo 
tests with a great variety of diseases that countless varieties of colors 
and tints have been obtained in the rings and the foams. By the in- 
experienced many of these would have been called diazo tests. These 
colors are yellow, brown, orange, and salmon, and mixtures of the same. 
At times even the characteristic red ring is obtained, but on shaking 
the essential characteristic pink foam is absent. Urea, uric acid, kreatin, 
xanthin, sarcin, oxalic acid, hippuric acid, allantoin, and urine rich in 
urobilin and indican do not give the Ehrlich diazo reaction. Normal 
urine does not contain diazotizable substances. In 1884, Ehrlich’s work 
was confirmed in a series of experiments by Lenhartz, of Leyden’s 
clinic. Fisher, Brecht, Léwinson, Cnopf and Grundies, Escherich, See, 
Dohrendorff, Goldschmidt, Loewe, Georgiewski, Brewing, Roessingh, 
Piering, Riitimeyer, Simon, Gerhardt, von Norden, all made important 
contributions confirming the value of this reaction both as a diagnostic 
and a prognostic agent in typhoid fever, and especially in tuber- 
culosis. Fisher found the reaction constantly in measles and rarely 
in pneumonia. Brecht states that if the reaction appears in pneumonia 
it is to be regarded as of grave significance. Goldschmidt found 
the reaction constantly in miliary tuberculosis and typhoid fever. 
Brewing found this reaction of great value as a diagnostic and prog- 
nostic agent in puerperal fever and concealed septic processes, as well as 
in typhoid fever and tuberculosis. In surgical tuberculous affections 
Pape found that after every operation the reaction which had been pre- 
viously present disappeared, usually within three to five days. Warthin 
and Simon both emphasized the importance of the color of the foam in 
making the test, and found it of great value in the diagnosis of typhoid 
fever and the prognosis of tuberculosis. Kessel considers the reaction 
of great aid in diagnosing typhoid fever in children. Michaelis espe- 
cially emphasized the value of the test in the prognosis of tuberculosis. 
He also found this reaction to be very constant in measles and strikingly 
infrequent in German measles. 
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Notwithstanding the fact that a great mass of convincing evidence 
has been collected during the past seventeen years as to the value of 
the Ehrlich diazo reaction, especially as to the diagnosis of typhoid 
fever and the prognosis of tuberculosis, it is remarkable that the great 
majority of practising physicians in this country are not familiar with 
the reaction, and never make use of it in diagnosis or prognosis of dis- 
ease. 

The Ehrlich diazo reaction, like so many of our useful clinical tests 
—the tests for indican, bile, sugar, hydrochloric acid, lactic acid—is a 
color reaction, and depends upon the production of dyes by the chem- 
ical union of suitable organic substances with a diazo compound. 

In carrying out this test the reagent is prepared according to the 
formule recommended by Ehrlich. We require two solutions, which 
are termed respectively solutions I. and IT. 


Reagent. 
Sulphanilic acid, 1 
SolutionI. , ‘ Hydrochloric acid, 50 
Distilled water, ad. 1000 


. Sodium nitrite, 0.5 
{ Distilled water, ad. 100 
To fifty parts of solution I. add one part of solution II. and shake. Toa 
few c.c. of this mixture, and an equal quantity of urine, add a quantity of 
ammonia equal to about one-eighth of the combined volume of the mixed 
urine and solution, letting it run down the side of the test tube. 


At the point of contact of the ammonia and the mixture, colored 
rings of various tints form, ranging from light yellow, through dark 
yellow, orange, and brown, to eosin or garnet, depending upon the urine. 
The formation of a red zone is an indispensable part of the true Ehrlich 
diazo reaction. It is also essential that, on shaking, the foam take on 
a pink color. This color varies considerably in its intensity, depending 
upon the strength of the reaction, from the palest rose to the deepest 
pink, but must not be any other color, such as salmon, orange, etc. 

A third part of the reaction which Ehrlich considered important, 
consists in the separation of a greenish-black or violet-black precipitate, 
which forms a layer on the surface of the light-colored sediment when 
the tube has been allowed to stand for twenty-four hours. The changes 
which take place in this reaction may be represented graphically as 
follows : 


(1) NaNo, + Hel = HNO, + NaCl. 
Sulphanilic acid. Diazobenzolsulphonic acid. 
(2) C,H,NH,HSO, + HNO, = C,H,N,HSO, + HO. 


The resulting fluid contains"small quantities of diazobenzolsulphonic 
acid, to which the reaction is due, together with some excess of sulpha- 
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nilic and hydrochloric acids which are indifferent or beneficial. The 
diazobenzolsulphonic acid unites with certain aromatic bodies in the urine 
to form aniline dyes. The solutions should be kept in dark bottles. 
If the mixture of solutions I. and II. is not used immediately it should 
be placed in a dark bottle and kept as cool as possible. In summer it 
can be used for one to two days, and in winter three to five days. The 
urine likewise should be as fresh as possible. The proportions of the 
mixtures have been varied by certain authors. Greene used 1 part of 
solution II. to 100 parts of solution I., and says that with this dilute 
mixture the orange and mixed reds and yellows mostly disappeared. 
According to his experience pulmonary tuberculosis and pneumonia 
fail to give the reaction with this high dilution, while they do with 1 
to 40. The reaction still remained distinct and perfectly defined in 
septicemia, typhoid fever, and advanced malignant disease. 

Ehrlich has suggested a new method of performing the test, in which 
he mixes one volume of urine with from five to six volumes of absolute 
alcohol, filters, then adds the sulphanilic acid mixture to the filtrate. 
My series of tests have all been performed according to the first method, 
which is more convenient, less expensive, and sufficiently delicate. 

The cause of this reaction is not known. It has been attributed to 
diacetic acid (Munson and Oertel) and to acetone (Von Jaksch). 
Warthin and Spiethoff proved conclusively that diacetic acid does not 
give the diazo reaction where 3 per cent. sodium nitrite solution is used. 

In my series of cases there were fourteen of diabetes mellitus, eight 
of which gave good tests for acetone, and although numerous diazo 
tests were made according to Ehrlich’s method the reaction was never 
found. 

All authorities agree that this reaction is not dependent upon fever. 
In some of our cases of tuberculosis and carcinoma with subnormal 
temperature a strong reaction was found. However, most of the cases 
of tuberculosis have an intermittent fever when the reaction is present. 
In the cases of typhoid fever the reaction never continued after the 
decline of temperature to normal. That the reaction is dependent on 
substances excreted during the course of certain diseases, and not upon 
the height of the temperature, is well illustrated by most of the cases of 
croupous pneumonia in which temperatures of 104° and 105° are very 
rarely accompanied by the diazo reaction ; also by the fact that Ger- 
hardt found the diazo reaction in half of his cases of afebrile typhoid. 
In nearly all cases there is evidence of a marked intoxication of some 
sort bordering on the typhoid state. There are some things which we 
know about this substance. It is soluble in water and alcohol, insolu- 
ble in ether, chloroform, benzol, xylol and carbon disulphide. Neither 
sugar of lead, silver nitrate, nor platinic chloride precipitate the sub- 
stance from urine. Liquor plumbi subacetatis and milk of lime precipi- 
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tate most of it. It exerts no reducing action on alkaline copper 
sulphate solution. In making the test it is best that the urine be as 
fresh as possible. However, urine which has been evaporated toa 
syrupy consistency will retain the capacity to give this reaction indefi- 
nitely (Michaelis). After nine months, when dissolved in an equal 
quantity of water, it gave the reaction very well (Clemens). In poly- 
uria the reaction may disappear, but on concentration of the urine the 
test becomes positive. Various materials, such as bilirubin, urobilin, 
and carbol, interfere with the reaction somewhat, but can be removed 
by sugar of lead or animal charcoal. Burghart states that when pre- 
parations of tannic or gallic acid, or tincture of iodine (not the salts of 
iodine), are taken internally they prevent this reaction in patients who 
have previously shown for some time good diazo tests. This statement, 
if confirmed, is a very important one, as these preparations are often 
given in two of our most important diazo diseases—tuberculosis and 
typhoid fever. The author believes that these substances attack the 
diazo reagents and thus prevent the reaction. I am unable to refute 
or confirm these statements. Clemens declares that in the test-tube 
tannic acid precipitated or destroyed the substance, which was not re- 
covered by the use of hydrochloric acid. 

In this article I shall record the results of a critical analysis of the 
diazo tests made in the clinic of Dr. George Dock during the past six 
years. It is a sequel to the report of Dr. Warthin published in 1893. 
The method of performing the test has been the same as that used by 
him, and is practically the same as that recommended by Ehrlich, 
except that forty parts of solution I. are used instead of fifty, and no 
attention has been paid to the green precipitates. The crucial point in 
our tests has always been the production of a pink foam after the 
characteristic red ring. During this period a diazo test, with objective 
records of the results, has been made on practically all of the in-patients 
in the medical clinic, on some of them many times, and on a portion of 
the out-patients. The number of cases examined approaches eight 
hundred, while the number of tests made runs up into the thousands. 

A large number of chronic and a limited number of acute diseases 
have been examined for this reaction. The method which I have fol- 
lowed in this investigation has been to note every positive diazo reac- 
tion found in the urine records during this period, and the dates of 
tests. The clinical records of these patients were then examined, the 
diagnosis of the disease found, and the severity and progress of the case 
considered. All other cases with similar diagnoses were investigated as 
to diazo. I also attempted to follow up the diazo tests in each case, in 
order to find out the duration of the reaction in the various diseases 
and also its prognostic worth and its value in indicating complications 
and relapses and its association with fever. Only in the cases of 
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typhoid fever and some of the cases of tuberculosis was this done to any 
satisfaction, since in many out-patients only one test was made; in 
others only a few; while in others the tests were days apart. 


Diseases. Diazo present. Diazo absent. 
Abdominal tumor 
Amyloid disease . 
Bronchitis, chronic 
Carcinoma . 
Diabetes 
Erysipelas ©. 
Gastritis, chronic 
German measles . 
Heart disease 
Leukemia 
Malaria 
Measles 
Pneumothorax and empyema 
Pneumonia (also tuberculosis)! 
Rheumatism, acute (also heart disease)! 
Rheumatism, chronic . 
Typhoid fever 
Tuberculosis 


bo 
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2 
1 
5 
0 
0 
1 
0 
2 
1 
1 
0 
2 
1 
1 
1 
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In the accompanying table the diazo-reaction is practically limited 
to one acute and one chronic disease—typhoid fever and tuberculosis. 

In all of the cases of typhoid fever the diazo tests were made almost 
daily from admission to the hospital till recovery. Unfortunately, as 
nearly always happens, it was impossible to follow the cases from the 
beginning, since some of them did not enter the hospital till the second 
or even the third week of the disease. Two of the three cases of typhoid 
fever in which diazo was negative entered the hospital in the second or 
third week of the disease, and had very light attacks. The Widal test 
was not made in either case. It is quite possible that the diazo was 
present and disappeared before entering the hospital. The third case 
gave a positive Widal reaction, but was an unusually mild attack. 
With the exception of the case just mentioned, all of our cases of un- 
doubted typhoid fever that entered the hospital sufficiently early gave 
the diazo reaction. 

In this series of cases the following sequels were met with: Phlebitis, 
two; abscess, three; pneumonia, one; hemorrhage from bowel, one. 
None of these sequels were heralded or accompanied by a diazo reac- 
tion. In two cases there were relapses with a reappearance of the diazo. 


1 (* Also tuberculosis’’) refers only to the case in which diazo was present ; the same is tiue 
of (‘‘ also of heart disease ”’). 
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The reappearance of the diazo points more to a relapse than the occur- 
rence of a complication, according to the findings in our series of 
cases. Riitimeyer states that in relapses we almost always get a renewed 
reaction if the reaction has disappeared before the relapses occur. 
Michaelis affirms that the reappearance of the diazo reaction allows 
us to make a certain differential diagnosis between a recurrence and a 
secondary fever brought about by other causes. 

The question often arises, Does the intensity or duration of the reac- 
tion correspond with the severity or length of the fever? We answer 
in the affirmative as to the duration of the reaction. If a patient with 
the clinical symptoms of typhoid fever comes under our observation 
toward the end of the second week of the disease and diazo is absent, 
the chances are that the infection is on the decline and we prognose a 
mild course. If, on the other hand, the diazo continues and increases 
in intensity, the case is liable to be prolonged and more serious. In 
our series of cases the diazo continued longest in the patients who were 
sick longest and whose symptoms were most pronounced. According 
to Ehrlich, the reaction first appears between the second and sixth days, 
and disappears usually during the first days of remission. In a case of 
typhoid fever which Dr. Dock was able to follow from the first day of 
the disease the diazo reaction was present for the first time on the fifth 
day. In one of our cases it was also present as early as the fifth day. 

To illustrate the constancy with which this reaction is present in 
typhoid fever I will give the statistics of different investigators. In 
my series it was present in 19 out of 22 cases. -Hewetson found it in 
136 of 196 cases examined in Osler’s clinic. The combined cases of 
Ehrlich, Spiethoff, Brecht, Brewing, Paterson, Jez, and Nissen number | 
178, of which 174 gave the reaction. Rivier has collected 536, of 
which 520 gave the reaction. Gerhardt says that in his clinic during 
a period of five years only one bona fide case of typhoid fever, which 
was proved by post-mortem, failed to give the diazo reaction. Zinn 
found the reaction in 75 per cent. of cases. Clemens found it in 135 
of 156 cases. Greene obtained a positive result in 28 of 29 cases. 
Friedenwald found it in 20 of 21 cases. Dawson found it in 44 of 85 
cases. 

Out of a total of 82 of our cases of tuberculosis the diazo reaction 
was found in 42. The number of tests made in each case varied a 
great deal, inasmuch as a large number of the patients remained in the 
hospital but a few days. Had they remained longer it is quite possible 
that in many cases reported as negative the reaction would have been 
found. In some of the positive cases there were intervals of consider- 
able length during which diazo was absent. The test was almost never 
found in patients with slight lesions and slow course, but nearly always 
in those with advanced lesions and rapid course. 
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In several cases of the acute forms of the disease the presence of the 
reaction was responsible for a grave prognosis, notwithstanding the fact 
that the signs were very meagre and symptoms were practically absent. 
A striking illustration of this fact was the case of Mr. 8., who came to 
the hospital with the diagnosis of dyspepsia. He had neither cough 
nor expectoration, but had a slight evening rise of temperature, with 
loss of weight and strength. On physical examination there were 
slight signs of infiltration of the right apex. The urine showed a good 
diazo. Dr. Dock, who had not examined the patient, but had seen him 
and noted his cachectic appearance, immediately predicted tuberculosis 
with a bad prognosis. Ammonium chloride and iodide of potassium 
were given to produce expectoration, and eleven days after admission 
tubercle bacilli were found in the sputum and several days later in the 
stools. The patient failed very rapidly, developed a severe diarrhea, 
and remained in a typhoid state till death, which occurred six weeks 
after admission to the hospital. Daily diazo tests were made from the 
day of admission till death, and, with the exception of five tests, were 
all positive, though varying somewhat in intensity. 

In cases of pulmonary tuberculosis in which the diazo reaction is 
found continuously for some days, I believe, with Michaelis, that a 
grave prognosis should be made. This fact is of decided practical in- 
terest and should influence us in advising patients about change of 
climate. The amount of needless suffering which is caused, the waste 
of large sums of money uselessly by poor people, the harm done the 
climatic treatment of consumption by sending hopeless cases to our 
Western resorts to die is something criminal. It is by no means an easy 
matter to give advice in these cases. Many physicians are not thor- 
oughly familiar with the physical signs of this disease and know not 
what conclusions to draw from their examinations. All cases of tuber- 
culosis giving the diazo reaction continuously for some days may be 
considered in the third stage of the disease. Such cases will not be per- 
manently benefited by change of climate. 

On an average between 20 and 30 per cent. of consumptives give the 
reaction (Clemens). The prognostic value of the reaction in this dis- 
ease can be gathered from the fact that in 100 of Clemens’ fatal cases 
87 of them gave this test. Michaelis states that the great majority 
of consumptives who show a marked diazo for several days die within 
half a year. In 88 cases, which he has collected since 1896, 63 gave a 
positive, 25 a negative reaction. Of the 63 diazo cases, 50 died in the 
hospital, 5 left unimproved, 2 were transferred, and 6 improved. Of 
the 25 cases without diazo, 20 improved, 1 left cured, 2 died, and 2 did 
not improve. 

The absence of the reaction in one of my cases of tuberculous meningitis 
and miliary tuberculosis should be emphasized because of the assistance 
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it would render in making an early differential diagnosis between these 
diseases and typhoid fever, were it always absent in the former. Any- 
one with a large experience will admit that even a master medical mind 
stands in doubt in many cases in differentiating between typhoid fever 
so protean in character, with such variable temperature-curves, and 
tuberculous meningitis and miliary tuberculosis. In the above case it 
was impossible to make a diagnosis till the development of the brain 
symptoms. I made a Widal test, and with a dilution of 1 to 10 there 
was characteristic clumping, while with 1 to 30 the agglutination was 
not typical. Daily diazo tests were made, but the reaction was never 
found—a fact which had weight in eliminating typhoid fever. Post- 
mortem proved it to be a case of tuberculous meningitis and miliary 
tuberculosis. Simon says in his Clinical Diagnosis: ‘‘ Since the reac- 
tion is obtained not later than the twenty-second day of the disease, 
and is usually present as early as the fifth or sixth day in typhoid 
fever, and while it generally does not appear earlier than the beginning 
of the third week, and then persists al most to the end in acute tuberculosis, 
its occurrence may be of decided value in diagnosis in many instances.” 

Three of the cases of tuberculosis in which the diazo was negative 
were cases of peritoneal tuberculosis. One of the cases in which it was 
negative was tuberculous meningitis and miliary tuberculosis. In one 
case of peritoneal tuberculosis the diazo was positive. In one case in 
which there were both pulmonary and peritoneal tuberculosis the diazo 
reaction was positive. 

The differential diagnosis between cirrhosis of the liver and tuber- 
culosis of the peritoneum is often difficult. The presence of this reac- 
tion favors tuberculosis, but does not assist in excluding cancer or sar- 
coma of the peritoneum. 

In measles statistics show the reaction to be very constant. Combining 
the statistics of Brewing, Brecht, Fischer, Nissen, Rivier, and Clemens 
we have ninety-eight cases in which there were only twelve negative. 
Michaelis uses this reaction as a means of differential diagnosis between 
measles and German measles, it being absent constantly in the latter. 
The reaction lasts about five days. In two of my cases of measles and 
several cases of German measles the reaction was absent. 

Typhus Fever. Fischer found it in three cases ; Dawson in five out of 
ten cases. 

Scarlet Fever. Of eighty-seven cases from Brewing, Nissen, and 
Clemens thirty gave the reaction. In three typical cases of moderate 
severity I never found diazo. 

In thirty-three of our cases of carcinoma it was present in five. 
Michaelis believes that in these cases it is due to a secondary infection, 
as, for instance, an ulcerating carcinoma and similar processes with 
bacterial infection. 


| 
| 


306 CHADBOURNE: TRICUSPID STENOSIS. 


Erysipelas. In a case with very extensive lesions originating at the 
site of drainage wounds and extending over almost the entire body, I 
was never able to find diazo. Clemens reports five positive cases in one 
hundred and twenty-two. Coste found the reaction in two-thirds of his 
cases. 

The results of my observations have been to confirm in most particu- 
lars the statements of Ehrlich. They also agree with results published 
from this laboratory in 1893 by Dr. Warthin. The fact that during 
the past eight years the test has been made in the same way in the 
clinica] laboratory makes our results most trustworthy. 

In deciding upon the clinical value of the Ehrlich diazo reaction we 
can fairly discard the work of all investigators who have not performed 
the test in accordance with the directions ]aid down by Ehrlich, or who 
have not considered the pink foam as the important factor in the test. 
In this list are included the names of Penzoldt, Petri, von Jaksch, 
Munson and Oertel, and Edwards. The statistics presented by numer- 
ous investigators who have performed the test correctly are overwhelm- 
ingly convincing as to the value of this reaction in the diagnosis and 
prognosis of typhoid fever, and the prognosis of disease such as pneu- 
monia, diphtheria, septiceemia, and especially tuberculosis. 


A CASE OF TRICUSPID AND MITRAL STENOSIS WITH 
ADHERENT PERICARDIUM. 


By T. L. CHapBourneE, M.D., 
OF GALLIPOLIS, OHIO. 


(From the Pathological Laboratory of the Ohio Hospital for Epileptics.) 


UNcoMPLICATED tricuspid stenosis is rare ; it usually occurs in com- 
bination with lesions of one or more of the other cardiac orifices, most 
commonly the mitral. In 114 cases collected and analyzed by Leudet, 
simple tricuspid stenosis was present in 11; and it was met with in 1 
of the 14 new cases described by Ashton and Stewart in their résumé. In 
point of frequency, after combined tricuspid and mitral stenosis, comes 
the association of tricuspid, mitral, and aortic stenosis. Articular 
rheumatism is the most common clinical antecedent in this class of 
cases, and considering the frequency with which this disease is accom- 
panied by both endocardial and pericardial inflammation, it seems 
strange that the association of an obliterative pericarditis with the 
valvular changes does not appear more frequently than the available 
records show. In 86 cases of tricuspid stenosis briefly noted by Steele, 
the pericardium was recorded as adherent in 7 ; and in the 12 original 
examples with autopsy, making the basis for his work on Adherent 
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Pericardium, Broadbent found tricuspid stenosis but once. Besides 
these more exhaustive summaries, isolated cases of simple or combined 
tricuspid stenosis have been since contributed by Dock, Kassem- Beck, 
Steele, McCarty, Packard and others. In one of his two cases Kassem- 
Beck found adherent pericardium. 

The case now to be described in its main points as to sex, rheumatic 
history, and limitation of the lesion to the auriculo-ventricular orifices 
conforms to the more general rule, but the addition of the ancient 
obliterative pericarditis serves to give it a certain distinction among a 
class of cases of comparatively infrequent description, especially where 
the clinical observations are supplemented by deliberate post-mortem 
examination. 


Clinical History. S. A., female, white, native of Ohio, was admitted 
to the Ohio Hospital for Epileptics, August 20, 1894, when thirty-six 
years of age. At that time the following facts were recorded: The 
father is dead ; there are several brothers, of whom one is said to be an 
epileptic. Previous to the first epileptic seizure this patient had typhoid 
fever and inflammatory rheumatism of the lower extremities, and to the 
latter affection she ascribes the onset of her epilepsy. Since the first 
attack, five years ago, in the thirty-first year of her age, the epileptic 
paroxysms have occurred at irregular intervals, averaging about one a 
month, and from her description seem to have heen severe. 

As to the epilepsy, it may be well to here add that the patient’s at- 
tacks, as witnessed since her admission to the hospital, resemble those 
of idiopathic grand mal; though the late onset of the disease, and the 
unsatisfactory details regarding the seizures, together with the post- 
mortem findings of chronic heart disease, tend to raise a doubt as to 
the nature of the epilepsy, which possibly belongs to the type of convul- 
sions known as “‘ cardiac epilepsy” rather than those of idiopathic 
grand mal. 

The patient was a large woman, five feet seven inches in height, 
weighing one hundred and fifty-two and one-half pounds, and in an 
excellent state of nutrition. At this entrance-examination the lungs 
were negative ; respirations 28 ; liver dulness normal ; heart dulness en- 
larged to the left, with a blowing murmur at the apex. 

During the five years of residence at this hospital the patient was 
never sick in bed, and attended to such work as her simple mental con- 
dition allowed. She had occasional attacks of incompensation, at 
which times she had cedema and complained of shortness of breath, but 
usually recovered in a few days. 

On April 15, 1899, she took to bed with the fatal illness. I saw her 
twice during this period with Dr. W. G. List, in whose service she was. 
The following notes were made: The patient lies propped up in bed, 
dyspneic, moderately cyanotic, with cough and bloody expectoration 
and marked tense edema of the feet and slight puffiness of the face. 
The skin is generally sallow, there is a thick panniculus. A slight 
enlargement of the thyroid gland can be detected. The chest is large 
and well formed. The apex-beat is not to be seen or felt; there is 
well-marked heart shock, but no thrill can be felt. The dulness is 
somewhat enlarged to the left; the lower sternum is quite dull, and 
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the dulness extends high up along the left border of the sternum. On 
auscultation in the apex region the first sound is extremely loud and 
sharp. There is a loud, harsh murmur, beginning with the first sound, 
suddenly becoming quite soft and of different character, and fading 
away some time before the loud first sound again recurs. The second 
sound is not heard at the apex. Both sounds are heard at the base, the 
first pulmonary is louder than the second, and is accompanied by a 
blowing murmur. The pulse is full, but soft and quite regular. There 
is moderate dulness with small moist rales and blowing breathing low 
down in the back. The abdomen is level with the ribs; there are no 
signs of fluid in it, and neither the spleen nor the liver can be felt, 
although there is tenderness in the region of the latter organ. 

The urine is brownish ; specific gravity 1040, and it solidifies upon 
the addition of nitric acid after boiling. The sediment is copious and 
made up of large and small casts of all descriptions—hyaline, hyaline 
with granules ; many bearing leucocytes and epithelial cells and occa- 
sionally red-blood cells; there are aiso free leucocytes, epithelial and 
blood cells in the urine. 

The probability of there being a double mitral lesion was entertained 
from the first, but the true state of the case was not discovered till the 
post-mortem examination, as the following data, taken in most part 
from Dr. Ohlmacher’s notes, will show. 

Pathological Résumé. The necropsy was held May 2, 1898, eight 
hours post-mortem. The body is that of a large, well-nourished woman, 
of middle age, 172 cm. long. There is pronounced rigor mortis. Slight 
cedema of ankles is evident. Frothy, blood-stained fluid is issuing from 
the nose and mouth. The mucous membranes of the mouth, nose, and 
eyes are purplish ; the ears, too, are cyanotic. The pupils are dilated 
and equal. The face and neck are mottled and livid; and there is 
marked lividity on the back. There is a moderately thick fat layer. 

The abdomen is somewhat distended, and contains about 100 c.cm. 
of clear fluid; the intestines and stomach are moderately inflated 
with gas. Both are negative except that in the lower ileum the patches 
of Peyer have the shaven-beard appearance. 

The liver adheres to the diaphragm ; it weighs 1910 grammes. On 
section a moderate interstitial hepatitis is revealed; the lobules all 
standing out with undue prominence. Microscopically, the connective 
tissue is a good deal increased, mostly about the lobules, though occa- 
sional bands cut through them ; the capillaries are congested, and there 
is atrophy of many of the hepatic cells, with occasional slight fatty 
degeneration. 

The spleen weighs 360 grammes. It is quite firm, with its follicles 
plainly visible in the light purple pulp. Under the microscope a 
congestion of limited degree and a thickening of the trabecule are 
seen. 

The kidneys together weigh 290 grammes, and present a roughened 
surface. The capsules adhere, and when pulled off leave a universally 
broken surface, with reddish depressions and raised yellowish foci. The 
cortex is narrowed about one-half and is mottled yellowish red. His- 
tological sections show the general but irregularly disposed increase of 
connective tissue of secondary contracted kidney, together with con- 
gestion, and cloudy swelling of the parenchyma. The suprarenal bodies 
appear normal. 
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There is a bilateral almost complete obliterating pleuritis, with about 
500 c.c. of clear fluid in each side. In both lungs the lower lobes are 
pneumonic, being flesh-like, solid, and sinking in water, with little fluid 
escaping on section ; abundant frothy, blood-stained fluid issues from 
the cut surfaces of the upper lobes, and similar fluid flows from the 
mouth as the lungs are squeezed. There is moderate cedema of the 
glottis. There are calcareous foci in the upper lobe of the left lung. 
The right lung weighs 860 and the left 850 grammes. The bronchial 
glands are large, and some of them contain caseous foci. The thyroid 
is about one-third larger than the ordinary adult organ. A number of 
small cysts containing a gelatinous, dark-brown materia] are scattered 
throughout its substance, and along with this general cystic metamor- 
phosis, which shows the histological characteristics of the colloid-cystic 


Fie. 1 


A cross-section of the hardened heart just above the valvular plane, showing the four val- 
vular orifices from the cephalic aspect. The thin and free segments of the aortic (ao) and of 
the pulmonary (p) valves and of the coalesced tricuspid (¢r) and mitral (mi) are evident. An 
inadvertent incision has slightly disturbed the relations of the aortic segments. 


struma, each lobe contains a more dense, spherical, encapsulated 
nodule, about 1 cm. in diameter, also containing small cysts, and ex- 
hibiting the microscopical structure of a cystic adenoma. The thymus is 
represented by a bilobed thymic fat body which has apparently under- 
gone complete fatty metamorphosis. 

There is complete obliterating chronic pericarditis without, however, 
much pericardial thickening. The heart, which is extremely flabby, 
weighs with its adherent pericardium 500 grammes. There are a few 
minute atheromatous spots in the aorta. The coronary arteries are 
slightly atheromatous, but, so far as examined, not obliterated. In the 
examination of the whole fresh organ it was discovered by palpation 
that both the mitral and tricuspid orifices were so narrow as to admit 
only the tip of the index finger, the edges being thickened, rigid, and 
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almost cartilaginous in consistency ; but the aortic valves, while some- 
what thickened, were movable, and proved competent by the hydro- 
static test, and the pulmonary valves were quite unaltered. 

The heart was hardened whole in formalin without further dissec- 
tion. The whole hardened heart, which has preserved its original 
shape remarkably well, measures 14 cm. in length, 9 to 10.5 cm. in 
width, and 30.5 cm. in circumference. On cutting, all the chambers were 
much distended, without much hypertrophy of the ventricular walls. 
The wall of the left ventricle varies in thickness from 14 to 17 mm., 
and that of the right from 5 to 8 mm. The pulmonary valves are not 


Fie, 2, 


- A trans-section of the same specimen immediately below the valvular plane, showing the 


stenotic orifices (lettered as in Fig. 1) and surrounding parts from the caudal aspect. The 
thickened, white, unbroken rings bounding the narrowed orifices make conical projections 
into the ventricular cavities. The pulmonary sinus is located at P, and the dome of the 
dilated right ventricle is marked by rv; P M shows the thickened left papillary muscle. 


thickened. The aortic valves are slightly thickened. There is well- 
marked stenosis of both the mitral and tricuspid valves, that of the 
mitral being a little more pronounced. Both project as rigid cones into 
the ventricles. The mitral opening is irregularly triangular in shape, 
17 mm. in its greatest length and 13 in its greatest width. The tri- 
cuspid orifice is roughly pyriform, 16x 10 mm. The appearance of the 
narrowed orifices, seen both from above and below, is shown in Figs. 1 
and 2. The papillary muscle, on macroscopic section, shows the usual 
whitish, irregular scars of fibrous myocarditis. This is confirmed by 
the microscopical examination, which also discovers a marked degree of 
fragmentation of the muscle-fibres. 
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A CRITICAL SUMMARY OF THE LITERATURE 


ON 
RETROPERITONEAL SARCOMA.! 


By J. Dutton STEELE, M.D., 
INSTRUCTOR IN CLINICAL MEDICINE, UNIVERSITY OF PENNSYLVANIA. 


Tue credit of the name ‘‘ retroperitoneal sarcoma” belongs to Lob- 
stein, and his description of the condition in his Traité d’ Anatomie 
Pathologique, 1829, tome i. p. 446, is so accurate that one can add little 
to it in regard to the gross appearance of the condition. He adds to his 
notes upon the macroscopical description that these growths often spring 
from behind the mesentery, from the connective tissue sheath of the 
great vessels or the fibrous tissue about the spine, but particularly from 
the retroperitoneal lymph glands. He adds that the tumors are some- 
times cheesy, sometimes bacony, and very often hemorrhagic. A de- 
cided capsule is usually wanting. The growth of the tumor is quick 
and produces functional changes in the organs pressed upon, and often 
causes neuralgic pains from pressure upon the nerves. 

After Lobstein, the next important observation upon the occurrence 
of retroperitoneal sarcoma was made by Virchow in his work, Die 
Geschwiilste, 1864, vol. i. p. 383. He says: ‘‘ Many of the retro- 
peritoneal tumors, known since Lobstein, are pure medullary spindle- 
celled sarcomata. One may doubt whether they take their origin from 
the fatty tissue ; indeed, it is probable from their structure that they 
spring from the connective tissue, especially the fascias. Retroperitoneal 
sarcomata are, as a rule, solitary and slow of growth, but they may 
reach comparatively large size. The growth is influenced by surround- 
ing pressure, and their symptoms naturally differ according to their 
origin. In the pelvis they first press upon the nerves, and the earlier 
symptoms are neuralgic pains or paralysis. In the iliac fossa the press- 
ure is exerted upon the vessels, and the symptoms may be those of one- 
sided cedema or phlegmasia alba dolens. When they are higher in 
situation they become attached to the small gut, and they can grow so 
much as to entirely compress it and cause stenosis with all its symptoms.” 

The first tabulation of cases was in the article of Keresztszeghy, 
published in 1893. He collected nineteen cases and added two of his 
own. One of Keresztszeghy’s cases was a lipomyxosarcoma, and as 
such is not included in my list, as is explained hereafter. Waldeyer’s 
case, included in Keresztszeghy’s list, is also an instance of a sarco- 
matous change in a retroperitoneal lipoma. When these two are sub- 


1 Read before the College of Physicians, Philadelphia, February 7, 1900. 
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tracted the number of true retroperitoneal sarcomata reported in his 
article amounted to nineteen. 

Witzel, in 1886, contributed his paper, which is considered in detail 
hereafter. He reports three cases, and his contributions to the diag- 
nosis and pathology of the affection are among the most valuable found 
in the publications upon the subject. The condition has been considered 
in short articles by Lockwood, Anderson, Vander Veer, Lizzato, and 
in the admirable section of Allbutt’s System of Medicine, written by Dr. 


Fie. 1. 


(After WITZEL.) (After WITZEL,) 

—— Palpable edge of,tumor. 

- - Colon. 

———— Limit of dulness. 
Allbutt himself. With this exception most of the references to retro- 
peritoneal sarcoma have been reports of isolated cases or short mention 
of the subject in the leading surgical text-books. ‘The literature of 
internal medicine proper has been strangely silent upon the subject. 
Almost all the authorities consulted pass the subject by without what 
would seem to be due consideration. 

After a somewhat exhaustive search sixty-one cases of retroperitoneal 

sarcomata have been collected.' The comparative rarity of the condi- 
tion is demonstrated by the fact that in 14,630 tumors collected by 


1 The writer reported a case of endothelioma of the retroperitoneal space, before the Patho- 
logical Society of Philadelphia, in November, 1899. As far as can be ascertained it is the only 
instance of retroperitoneal endothelioma on record. It is included in the list of cases. 


i 
i 
FiG. 2. 
% 
! x 5 
4 
i 
| 
i 


STEELE: RETROPERITONEAL SARCOMA. 313 


Gurlt in the Allgemeines Krankenhaus in Vienna, of which 894 were 
sarcomata, there was but one sarcoma of the retroperitoneal space. This, 
however, would seem too small a proportion to be a fair one. In the 
record of the Philadelphia Pathological Society, covering fifty-two years, 
there are six cases reported, including that of Dr. Willard and myself. 

As has been inferred, the use of the name ‘“‘ retroperitoneal sar- 
coma,” while properly applying to all growths in any structure lying 
behind the peritoneum since Lobstein, has been restricted to sarcomata 
arising behind the peritoneum, and not connected with any of the great 
organs in that region. This, of course, excludes those of the kidney and 
suprarenal capsules. Chiari’s paper upon the existence of accessory 
suprarenal capsules in man demonstrates the fact that retroperitoneal 
tumors may spring from supernumerary suprarenal capsules lying in 
the retroperitoneal space. 

Again, while tumors of the omentum and of the mesenteric glands 
would anatomically come under such a classification, these growths 
differ clinically from the so-called retroperitoneal sarcoma, and were 
not included among my cases. Dr. Adami, in his classical paper, 
‘* Retroperitoneal and Perirenal Lipoma,” calls attention to another 
form of sarcomatous growths. This is a lipoma or myxolipoma that 
has undergone sarcomatous degeneration. He cites two cases—one of 
Hanna’s and the one reported by Waldeyer—to which I have been 
able to add two cases reported by Vander Veer. 

These growths are so nearly identical with the retroperitoneal lipomata 
in their clinical and pathological characteristics that they have not 
been classified in my list. Microscopically, fatty and myxomatous 
tissue predominates, and Adami’s theory of their pathology appears to 
be the correct one, namely, that the sarcomatous development has been 
engrafted upon a previously existing pure lipoma or one with extensive 
myxomatous degeneration. 

Again, only cases that are primary have been considered. There 
may be, of course, secondary sarcomata in the retroperitoneal glands as 
in other lymph glands of the body. In such cases the primary seat is 
usually in the testis or ovary. 

Ace. The age at which the growth appears is shown by the appended 
table. It will be seen that the condition is most frequent in the first, 
fourth, and sixth decades—that is to say, with the exception of the 
cases occurring in children, rather later than sarcoma usually presents 
itself. The first five years of life are quite prone to the affection, and 
five cases occurred in the fourth and fifth year. The years from ten 
to twenty-five almost entirely escape. The oldest case was a man of 
seventy-eight years, reported by Ellis; the youngest, under a year of 
age, reported by C. A. Martin. My case of endothelioma occurred in 
a girl four years of age: 
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0 to 10 years 10 41 to 50 years .. . 10 


Sex. Males are more frequently affected than females, though the 
difference is not great. In the list there were thirty-five males against 
twenty-three females, and in five cases the sex was not recorded. 

Position. The portion of the abdomen from which the neoplasin 
originated is generally exceedingly hard to determine, and consequently 
a classification of the cases in accordance with their source is one that 
must be liable to error. An attempt has been made to compile such a 
table by assuming that tumors consisting entirely of spindle cells spring 
from fibrous tissue, those showing both round and spindle cells in a 
reticulum of fibrous tissue may have had their origin in the lymph 
glands. But it cannot be said that this classification is one of much 
value. The portion of the retroperitoneal space from which the growths 
originated are somewhat easier to determine, but even here error may 
creep in. 

A table of the source and point of origin of the cases as far as it has 
been possible to determine them is as follows : 


Unrecorded 7 
gant of root of meentery 8 
about spine 2 

right lumbar region 7 

“left lumbar 5 

“pelvis 2 

«iliac region 1 

“left lumbar and right iliac 
Connective tissue about spine ‘ 6 
of sheath of great 3 

“of right iliac region . 1 

“of left lumbar region 1 

“ left iliac region 3 

“of pelvis 1 

about kidney 1 
Endothelium of lymphatic radicals about left kidney . 1 
Doubtful origin —centre . ; 2 
right lumbar 5 

right iliac . 

left lumbar . 2 


It will be seen that of the forty-five cases in which it is possible to 
arrive at even an approximate conclusion as to the tissue from which 
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the growths spring, twenty-eight, or 64 per cent. of tumors, were in the 
retroperitoneal lymph glands, sixteen, or 36 per cent., from the retro- 
peritoneal connective tissue or the sheath of the great vessels. The 
summary of the tumors in fifty-four cases is as follows : 


Centre of the retroperitoneal space. 


In one case the side is not given, and one sprung from both sides. 
Twenty-eight, or 57 per cent., were lateral ; twenty-one, or 41 per cent., 
median, and four, or 2 per cent., pelvic. The right side was oftener 
affected than the left, a fact for which no explanation can be given. 
My case of endothelioma took its origin from lymphatics around the 
left kidney. 

SHAPE AND Size. The tumor is generally lobulated and not larger 
than a man’s head, at least no larger one is recorded in the collected 
cases. In its earliest stages the growth is hard and white, and it is very 
prone to degeneration, which is usually hemorrhagic in character. This 
degenerative process often goes on to such a stage that the tumor be- 
comes cystic, and the softening may affect it to such an extent that a 
fluctuation wave can be felt through the abdominal wall. The tabu- 
lated tumors are cystic in twenty-two of the cases, or 35 per cent. In 
fifteen of these the degeneration was a hemorrhagic one, and the centre 
of the softened growth was filled with dark-brown fluid or semi-fluid 
material that had occasionally been withdrawn by aspiration. One 
tumor is reported as cystic from mucoid degeneration. In addition 
eight tumors are reported as myxosarcomata. The microscopical ex- 
amination in forty-four cases was as follows : 


Small round-cell sarcoma 
Large round-cell sarcoma 
Spindle-cell sarcoma 
Spindle and round sarcoma . 
Lymphosarcoma . 
Myxosarcoma 

Endothelioma 


oon bw 


In the case reported by McGraw the tumor, as in my own case of 
endothelioma, contained unstriped muscle fibres. This is easily ex- 
plained by the fact that bands of unstriped muscle fibre traverse the 
retroperitoneal space, and the result of the inclusion of such bands by 
the sarcomatous process is bundles of typical unstriped muscle cells 
with rod-shaped nuclei that run here and there between the bundles of 
sarcoma cells. 
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Metastases occurred in nineteen cases, and affected the different 
organs as follows : 


Liver 

Lungs 

Spleen . 
Pericardium . 
Skin of thorax 


Pleura, kidneys, heart, bone, brain, cord, dura—one each. 

The endothelioma gave metastasis to the skin of the thorax and prob- 
ably to some of the viscera. 

In the greater number of cases the growth spread into the neighbor- 
ing structures, following the course of the lymphatic channels. It 
involved the intestine in a large portion, especially in the later stages. 

The tumor infiltrated and perforated the rectum in two cases, the 
bladder and stomach in one each. In three death was caused by rupt- 
ure of a degeneration cyst into the peritoneal cavity. 

SympromaToLocy. The onset of the affection is almost always in- 
sidious, and the earliest manifestations of the presence of the mass are 
indefinite symptoms of some interference with the function of the 
stomach or intestines. There may be dragging sensations in the abdo- 
men ; disturbance of digestion ; constipation ; diarrhea ; colicky pains 
or nausea, and loss of appetite. 

Pressure Symptoms. The earliest symptoms that can be considered 
at all characteristic are those of pressure upon the venous supply of the 
lower extremities or upon the nerves of the lumbar and sacral plexuses. 
The manifestations of such pressure are cedema or neuralgic pains in 
either or both legs. These symptoms are much more characteristic of 
solid malignant tumors than of any other retroperitoneal ‘growth, ex- 
cept, perhaps, the rare form of myofibroma, examples of which have 
been reported by Shields and Harris. This is probably explained by 
the fact that such tumors are of firmer consistency and quicker growth 
than any other neoplasm in the retroperitoneal space. The leg pains 
appear to be more frequent when the tumor springs from the lumbar or 
sacral region. This is easily understood when the position of the 
lumbar and sacral nerves is considered. 

The cedema, when present, begins in the feet and spreads up the legs 
to the external genitalia and abdominal walls. Its distribution depends 
upon the position of the growth. In the lateral tumors the dropsy is 
usually unilateral, and first appears in the lower extremities of the same 
side, but becomes bilateral as the increasing size of the tumor causes 
pressure upon the cava as well as the common iliac vein. In the 
median variety the edema is commonly bilateral from the beginning. 
Sometimes, however, these signs of interference with circulation and the 
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nerve supply are entirely absent, and the only subjective symptoms of 
the early stages before the presence of the tumor is observed are the 
signs of interference with the functions of the digestive tract. In such 
cases pain and cedema usually appear at a later stage of the develop- 
ment of the disease. 

Ellis’ patient, a boy of seven years of age, had occasional edema of the 
scrotum, left lung, and left side of the face. The tumor surrounded the 
left kidney. It seems possible that the pressure upon the sympathetic 
system caused the peculiar distribution of the dropsy in this instance. 

In Keresztszeghy’s case the first symptom noticed was a shooting 
pain in the left foot, gradually spreading over the left leg. The tumor 
was in the left lumbar region. 

Wasting and a cachectic condition, with loss of strength and appetite, 
begin early in some cases, and in others appear quite slowly. Some 
patients, indeed, retain their strength and a fair condition of nutrition 
for a surprisingly long period. As the tumor enlarges the original 
symptoms grow worse, and new ones develop depending upon the direc- 
tion in which the pressure of the growth is exerted. The later ones are 
most varied in character. One of the most constant is neuralgic pain 
felt in the lumbar region, which is often very intense, and is referred 
to the back of the abdomen. This and the accidental discovery of the 
tumor are the two most frequent causes for the patients coming under 
observation. Another symptom is constipation, and sometimes intes- 
tinal obstruction, complete or incomplete. Indeed, in the middle and 
advanced stages of the growth the development or partial or complete 
intestinal obstruction is a most characteristic symptom, and special 
stress has been laid upon this fact by Lobstein, Virchow, and Witzel. 
It is due, of course, to pressure upon the small gut, or kinking from the 
traction of adhesions, and is usually a high obstruction in the small 
intestine. A case of Madelung’s is quoted by Witzel, in which the 
occurrence of a high intestinal obstruction had thrown doubts upon a 
previously made diagnosis of tumor of the genitalia. An operation 
showed that the growth was a retroperitoneal sarcoma. 

In two cases, reported by Virchow and Elliot, femoral phlebitis- 
phlegmasia alba dolens occurred. In Lurrier’s interesting case blood 
was passed from the urethra of a child, three years old, and on one occa- 
sion a piece of tissue came away through the same channel, which was 
shown microscopically to be from a lymph gland. A diagnosis was 
made of a new growth affecting the retroperitoneal lymph glands, and 
the autopsy showed a lymphosarcoma that had perforated the bladder. 

In Osler’s case there was polyuria amounting to 9.7 pints in twenty- 
four hours. The urine was of low specific gravity and without sugar. 
He thinks that this symptom was due to pressure upon the renal nerves 
and solar plexus. 


| 
| 


318 STEELE: RETROPERITONEAL SARCOMA. 


Puysicat Siens. In the early stages of the affection the physical 
examination shows little besides the existence of a tumor placed far 
back in the abdominal cavity. In lateral growth the diagnosis between 
this affection and solid tumors of the kidneys and the suprarenal cap- 
sules would be extremely difficult to make by means of physical ex- 
amination alone. If the mass can be distinctly separated from the liver 
and spleen by zones of resonance, and is movable, it is easier to distin- 
guish a retroperitoneal growth from tumors of these organs. It must 
be remembered that some sarcomata spring from the right lumbar 
region beneath the liver, which, by reason of their close attachment to 
the latter organ, often move with respiration, and are frequently taken 
for solid or cystic growths of the liver itself. Such cases are reported 
by Ransohoff and the Middlesex Hospital Reports, 1888, p. 275. In 
E. Monnier’s case the mass was closely adherent to the under surface of 
the liver, and projected from under its edge so that it was clearly im- 
possible to differentiate between them by palpation. 

When the tumor springs from the centre of the retroperitoneal space 
the examination should be made, as Witzel suggests, under deep narcosis, 
and after a most thorough emptying of the intestinal tract. Even then 
the result of such a procedure will probably be uncertain, and the diag- 
nosis must be made by the help of the symptoms caused by pressure 
upon the great vessels or the lumbar and sacral plexuses. 

PosITIoN OF THE CoLoN AND SMALL InTEsTINE. The diagnosis is 
easiest when the growth has reached what may be called the middle 
stage of its development, since then the most characteristic symptom, 
namely, the relation of the colon to the mass is most pronounced. 
Indeed, the sign of most importance in recognizing the retroperitoneal 
position of an abdominal growth is the arrangement of the intestine 
just referred to. It is caused by the displacement forward of the colon 
by the tumor as it grows between the leaflets of the mesocolon. It 
dissects apart the two layers of the peritoneum, and when it reaches the 
colon the latter is pushed forward so that the bowel will lie in a groove 
upon the anterior surface of the tumor. If the tumor is lateral in 
position the ascending or descending colon will generally lie upon the 
anterior and inner surface of the mass. 

When the tumor is median, and in the upper half of the retro- 
peritoneal space, it will push up the transverse colon in the same 
manner. 

As has been said, the relation between the tumor and the colon, and 
occasionally the small intestine, is most characteristic of solid retro- 
peritoneal tumors, but it occurs in all peritoneal growths that originate 
near the kidneys or in the median line near the attachment of the 
mesentery or mesocolon, and so is not at all peculiar to sarcoma, except 
that solid tumors would naturally cause displacement earlier than cystic 
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ones. Witzel has recorded the condition in two cases of tumor of the 
suprarenal capsule and in one of pancreatic cyst. Shield found the 
transverse colon lying across the front of a myofibroma; Lockwood 
observed it in a case of lipoma with sarcomatous change, and Mery 
records a case of retroperitoneal blood cyst that carried the transverse 
colon forward in a similar manner. 

When the tumor is lateral! in position this characteristic sign appears 
much earlier in the course of the affection. This fact is easily ex- 
plained by considering that the ascending and descending mesocolon 
are comparatively short and open, so that the corresponding portions of 
the colon are reached and pushed up so as to lie against the anterior 
surface of the tumor while it is still comparatively small. 

As the mass enlarges, dissecting its way between the leaflets of the 
mesocolon, the bowel lies first on its anterior surface, and then, as the 
tumor grows around into the flank and increases in size, the colon comes 
to lie upon its inner as well as its anterior aspect. The presence of the 
bowel is usually manifested by a line of tympany which lies over the 
surface of the growth with dulness everywhere else over the tumor. 
Splashing can also be obtained on occasions, and the tympany natur- 
ally appears and disappears, depending upon the condition and contents 
of the intestine. Witzel recommends that the colon be inflated through 
the rectum as an aid to diagnosis. In cases of lateral tumors the small 
intestine is usually pushed into one corner of the abdomen, generally 
into the upper quadrant on the opposite side of that in which the 
growth originated. 

In the median variety, in which the tumor springs from the centre 
of the retroperitoneal space, directly in front or just to one side of the 
spinal column, Witzel claims that the colon is not pushed up by the 
growing forward of the neoplasm. In such cases, according to his 
statement, the small intestine has a somewhat characteristic arrange- 
ment. The median tumors usually are first perceived through the 
anterior abdominal! wall] in the mesogastric region, in the neighborhood 
of the umbilicus, and usually a little to the right of it. They dissect 
apart the layers of the mesentery, and the small bowel lies around their 
sides, closely bound to their surface. At this stage only a small por- 
tion of the tumor lies against the anterior abdominal wall, and the 
area of dulness is small and is surrounded by a zone of tympany. 

While we owe much to Witzel in return for his classification of the 
arrangement of the gut in the different forms of retroperitoneal tumors, 
still his statement that the transverse colon is not pushed forward by 
certain of the median retroperitoneal growths cannot be accepted as 
entirely correct. The transverse mesocolon is long, and a tumor grow- 
ing from the retroperitoneal space, so as to dissect and spread apart its 
leaflets and carry forward the transverse colon, would have to obtain a 
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considerable size before the bowel could be brought immediately in 
connection with its anterior surface. However, literature shows at 
least three cases of retroperitoneal growths in which the transverse 
colon ran across the anterior surface of a median tumor. 

Shield reports a case of myofibroma which filled the abdominal 
cavity, although it was more pronounced toward the left flank. Upon 
operation he found that some coils of intestine, including the transverse 
colon, lay quite flattened in front of the tumor and adherent to its, 
capsule. Sir Hugh Burn, in the discussion upon C. B. Lockwood’s 
paper before the Medical Society of London, mentioned a case in which 
the growth was secondary to tumor of the testicle. It occupied the 
upper portion of the abdomen. At the autopsy there was a mass the 
size of a man’s head attached posteriorly to the retroperitoneal fascia, 
and the transverse colon lay in front of the mass. Repeated attempts 
were made to demonstrate the presence of the colon during life, but 
unsuccessfully. It was not inflated. H. Mery reports a case of a large 
retroperitoneal blood cyst which sprung from a point a little to the right 
of the centre of the posterior abdominal wall and occupied a good 
part of the right upper quadrant of the abdomen. The autopsy showed 
that the dilated transverse colon ran across the tumor, while the mesocolon 
furnished its anterior covering. The small intestine was pushed to one 
side. 

Here, then, are three cases, in two of which solid retroperitoneal 
tumors springing from the median position, as described by Witzel, had 
dissected their way into the transverse mesocolon and carried the trans- 
verse colon forward so that it lay upon the tumor’s anterior surface. 
The third case was that of a blood cyst that, while it projected de- 
cidedly to the rig‘it, still seemed to spring from the centre of the retro- 
peritoneal space, and had carried forward the transverse colon in a 
similar manner. While none of these tumors can be included in the 
tabulated cases, still they are retroperitoneal growths, and two at least 
are solid tumors identical in their clinical characteristics with primary 
retroperitoneal sarcoma. The conclusions to be drawn appear to be 
that while the transverse colon, on account of the anatomical peculiar- 
ities of its mesocolon, is not carried forward upon the surface of the 
retroperitoneal median growths with the same constancy as the ascend- 
ing and descending colons are by lateral tumors, still the existence of 
such a condition in three cases shows that its occurrence is possible, and 
preserves the analogy between the arrangement of the colon in both 
varieties of tumors springing from the retroperitoneal space. The 
arrangement of the small intestine, as described by Witzel, is probably 
more characteristic in median tumors. However, the discovery of the 
transverse colon upon the anterior surface of an abdominal growth 
would go far in determining its retroperitoneal origin. 
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Movasitity. The tumor is usually immovable, owing to its broad 
attachment. It can, however, show some movability. Reference has 
been made to the class of cases originating in the right lumbar region 
in which the mass moved with respiration, due probably most often to 
its attachment to the liver or gastrohepatic omentum. In addition 
there may be movability synchronous with respiration in growths in 
other positions. Stiller reports such an instance in which the tumor 
was situated in the upper left quadrant of the abdomen. In Witzel’s 
case the tumor moved with deep inspiration, and sprung from around 
the lumbar vertebre. R. Johnston reports a tumor that sprung from 
the left lumbar region, which moved with inspiration. In the case 
reported by 8S. W. Morton’ there were two tumors, one in the lower 
right quadrant and one in the splenic region, that were influenced by 
respiration, probably on account of adhesions between them and the 
abdominal wall. Osler, Knapp, and the Heidelberg Klinische Annalen 
for 1840 record tumors which sprung from the median position about 
the spinal column and could be moved by palpation, but were unaffected 
by respiration ; and Pilliet and Vean record a similar case that grew 
from the right iliac fossa. 

Course. The growth of the tumor is decidedly rapid. In thirty- 
seven cases in which the duration could be definitely determined the 
average length of time from the beginning of the subjective symptoms 
to operation or death was eight and seven-tenths months. The shortest 
case ran thirty-two days, in a man reported by Chassagne. McGraw 
reports a man who had had for five years indefinite symptoms of slowly 
developing tumor in the abdomen, which grew very rapidly in the six 
months immediately preceding death. It seems possible that the period 
of rapid growth in this case represents the true duration of the malig- 
nancy. The history, however, was so indefinite that it was considered 
best not to include it in the classification. 

PuysicaAL CHARACTERISTICS OF THE Tumor. It is usually at first 
firm and hard, and is very often lobulated. Fluctuation due to cystic 
degeneration was quite frequently observed, but every tumor that 
was shown to be cystic at the autopsy did not show a fluctuation- 
wave during life. The explanation for this discrepancy is probably 
that the cystic degeneration must be so far advanced as to cause a con- 
siderable thinning of the tissue surrounding the softened centre, or that 
the wall must be thinned sufficiently in some part of the tumor to cause 
the phenomenon. In sixty-one cases nine showed well-marked and one 
obscure fluctuation. In the child reported by Jacoby there was a thrill 
felt resembling an ecchinococcus cyst, leading to a diagnosis of that 
condition. The autopsy showed, however, that the tumor. consisted of 
a sarcoma with many cystic areas of degeneration, and Jacoby thinks 
that this is perhaps the explanation of the phenomenon. 
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TeRMINATION. The termination of the affection is usually death 
from exhaustion. In Stiller’s case there was profuse vomiting for 
twenty-four hours, followed by collapse. The autopsy showed that the 
growth had infiltrated and perforated the stomach. In three instances 
death resulted from rupture of the softened tumor into the peritoneal] 
cavity. 

Dracnosis. The diagnostic features of most value, indeed, the only 
ones that can be considered at al] characteristic, are the arrangement of 
the intestine on the anterior surface of the tumor ; tbe early interfer- 
ence of the circulation ; neuralgic pains in the legs early in the course 
of the affection, and later the pain in the lumbar region; the rate of 
growth ; and the tendency of these growths to cause obstruction of the 
intestine. 

The retroperitoneal position of the tumor should be definitely deter- 
mined by the pushing forward of the colon when this sign is present, 
and it seems probable that a careful examination by inflation would 
have revealed this symptom in many of the tabulated cases in which it 
was apparently not looked for. When the growth is too low in the ab- 
domen to have any effect upon the position of the colon, the interference 
with the circulation is greater, and a rectal or vagina] examination will 
probably give data of value. 

From malignant disease of the kidney the diagnosis appears to be 
extremely difficult. Indeed, it seems probable that it cannot be made 
without exploratory incision. The relations between the lumbar variety 
of these growths and the kidney or the suprarenal bodies are often very 
intimate. In almost all the lateral tumors in the list the mass was 
tightly adherent to the kidney or partially surrounded it. A retro- 
peritoneal growth springing from the lower part of the abdomen, of 
course, could be diagnosed by its position, but in the lumbar variety 
and in the tumors of the kidney the situation of the growths and their 
character are so much alike that under most conditions the diagnosis 
might appear to be absolutely impossible without exploratory incision. 
They are both round tumors, very apt to be hard or elastic, sometimes 
fluctuating, depending upon their condition and the amount of degener- 
ation. The distinguishing points would be that in the earliest stages 
tumors of the kidney are very apt to retain their original shape, and 
they can be moved back into the Join more readily than tumors of the 
retroperitoneal space. Again, in sarcoma of the kidney, hematuria 
occurs in a large minority of cases. However, when there is no 
hematuria the urine in renal tumors usually appears perfectly normal. 
Indeed, other tumors of the abdomen may cause ha-maturia besides those 
of the kidney. 

According to Rolleston and Marks, primary malignant tumors of the 
suprarenal capsules present a great variety of symptoms, but the clinical 
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aspect oftenest resembles that of renal tumors. The clinical picture 
of Addison’s disease is usually not present, but may be imperfectly 
suggested. Thus in two of their series of twenty-six cases there was 
slight pigmentation of the skin. In Palamedissi’s series of thirty-eight 
cases of carcinoma adrenalis there were also two cases that showed pig- 
mentation. In both series the classical symptom of weakness and vomit- 
ing was absent. Two cases reported by Rolleston, as well as Mark’s cases, 
showed excessive growth of hair on the face and body. Symptoms of 
pressure upon the lumbar plexus occurred in one case and edema of 
the legs in six. It will be seen that the symptom-complex of retro- 
peritoneal sarcomata may resemble that of tumors of the suprarenal 
capsules to a considerable extent, and there is no certain way of dis- 
tinguishing renal, suprarenal, and lateral retroperitoneal tumors. 

The distinction between retroperitoneal sarcoma and the rare retro- 
peritoneal serous cysts may sometimes be difficult. The conclusions of 
Obalinski, who has made a study of such cysts, show them to be slow 
of growth and of tremendous size. They usually lie in the region of 
the kidney, and probably spring from the Wolffian and Miillerian 
bodies. ‘The difference in the course, their size, and the result of punc- 
ture will be the distinguishing features. 

It is perhaps unnecessary to consider aneurism of the abdominal 
aorta asa possible source of error. However, it is possible that such 
a mistake may occur, as Parker Syms reports a case of aneurism of the 
aorta that so closely simulated a solid tumor that an exploratory oper- 
ation was undertaken. 

It would be impossible apparently to distinguish between a myo- 
fibroma of the retroperitoneal space and a sarcoma, except by the rate 
of growth and resulting cachexia. 

The diagnosis from lipoma and myxolipoma should be easy. The 
slow growth, greater size, marked fluctuation, and the late appearance 
of pressure symptoms in these tumors make the picture quite distinct 
from that of sarcoma. When, however, the lipoma begins to grow 
rapidly, after enlarging slowly for some time, a sarcomatous change 
should be suspected. 

Tubercular enlargement of the retroperitoneal lymph glands should 
usually offer no difficulty in diagnosis. The history of the case, the 
uniform enlargement of the abdomen, with great emaciation, the com- 
mon occurrence of fever, and the almost constant disturbance of the 
intestinal tract, and diarrhea, will be the distinguishing features. The 
condition, moreover, is much more common than a malignant disease 
of the retroperitoneal glands. It is possible, however, that the nodular 
forms of tabes mesenterica, especially that which is insidious in its 
growth, without fever, might render the diagnosis difficult. 

The fact that a mistaken diagnosis has been made in so many of the 
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cases collected testifies to the difficulty of distinguishing this form of 
sarcomatous tumors from other abdominal growths. It appears to he 
most difficult in the latter stages, when the growth has filled the whole 
abdomen, and when the relations are so disturbed that it is almost im- 
possible to determine the starting-point of the neoplasm with any degree 
of certainty. The condition has been mistaken for and operated upon 
for hydatid cyst, ovarian cyst, tumors of the liver and spleen, and with 
especial frequency mistaken for malignant disease of the kidney in 
children. 

In the present age of surgery there can be no excuse for delaying 
the confirmation of the diagnosis by an exploratory incision when once 
it has been settled that the tumor is retroperitoneal in position. The 
patients have everything to gain and nothing to lose by such an oper- 
ation. The distinction between the so-called retroperitoneal sarcoma 
and other retroperitoneal growths, especially those of the suprarenal 
capsule and kidney, while always difficult, is often impossible without 
opening the peritoneal cavity. 

The conclusions to be drawn from the study of this series of cases 
may be tabulated as follows : 

1. Retroperitoneal sarcomata, while rare, occur with sufficient fre- 
quency to warrant more attention from the stand-point of diagnosis 
than they have heretofore received. 

2. Etiology. Males appear to be somewhat more predisposed to the 
affection than females (60 to 40 per cent.). 

The condition is more common in the first, fourth, fifth, and sixth 
decades of life—that is, with the exception of the first decade, much 
later than sarcoma usually occurs. Traumatism does not seem to play 
much of a part in the causation of the condition, though in three cases 
the connection between an abdominal injury and the appearance of the 
tumor seems very significant. 

3. Course. It is a very quick-growing tumor, the average duration 
in thirty cases being eight and seven-tenths months. 

4. Pathology. The tumor generally originates in the lumbar region 
(57 per cent.). The next most frequent seat is the central portion of the 
posterior wall of the abdomen about the attachment of the mesentery 
(41 per cent.); 2 per cent. grow from the pelvis. For some unex- 
plainable reason, in lateral tumors the right side is much more oftener 
affected. The tumor is usually lobulated and capsulated, and is hard 
and firm in its earlier stages, but is very prone to degeneration. 
Degenerative processes are oftenest hemorrhagic in character, but may 
be puriform or myxomatous. In a third of the cases the softening 
progressed to such a degree that the growth assumed a cystic character. 

Metastasis was not common. When it occurs the liver and lungs are 
oftenest affected. In the majority of cases the growth involved the 
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intestine, and the softened central area may rupture into the gastro- 
intestinal tract or the peritoneal cavity. 

5. Symptomatology. The onset is insidious. The earliest manifesta- 
tions of the presence of such a growth are functional disturbances in 
the digestive tract. The first symptoms that are at all characteristic 
are those of pressure upon the lumbar sacral nerves and upon the 
venous supply of the lower extremities, manifested by neuralgic pains 
or edema of the feet and legs. 

The symptoms of the latter stages are cachexia and neuralgic pains 
in the lumbar region, often complete or incomplete obstruction of the 
small intestine, and interference with the function of various organs 
upon which the growth presses. 

6. Physical signs In the earlier stages the physical examination is 
uncertain and difficult ; in the middle stages the colon is pushed up and 
lies upon the anterior surface of the tumor. In the lateral growths the 
small intestine is pushed to the opposite side of the abdomen, and lies 
in an irregular circle around those occupying the median position. 
This arrangement of the bowel is very characteristic of all retroperi- 
toneal growths. The tumor may fluctuate and may move with respira- 
tion, or be movable by palpation. 

7. Diagnosis. Beyond determining the retroperitoneal nature of the 
growth and its malignant character the diagnosis is very difficult. The 
pressure symptoms and evidences of intestinal obstruction are the most 
valuable differential points. It is often impossible to distinguish the 
growths of the retroperitoneal space from those of the kidney and 
suprarenal capsules by physical examination alone. The difficulty of 
diagnosis is, of course, increased in the latter stages of the disease, when 
the growth fills the abdominal cavity more or less entirely, when it 
may simulate almost any of the larger abdominal tumors. 

An exploratory incision is the only sure method of determining the 
position and character of tumors that have been shown to be situated 
behind the peritoneum. Surgical interference offers the only oppor- 
tunity for prolonging the patient’s life. 
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A PRACTICAL TREATISE ON MEDICAL DIAGNOSIS FOR STUDENTS AND Puy- 
sicIANs. By JoHn H. Musser, M.D. Third edition. Revised and 
enlarged. Philadelphia and New York: Lea Brothers & Co., 1899. 


INTRODUCTION TO THE OUTLINES OF THE PRINCIPLES OF DIFFERENTIAL 
DIAGNOSIS, WITH CLINICAL MEMORANDA. By FRrep. J. Smita, M.A., 
M.D. (Oxon.), F.R.C.S. (Lond.). New York: The Macmillan Co., 1899. 


Draenosis, which is, after all, the highest aim in medical science, has 
profited largely by the rapid advances in scientific investigation. The 
more accurate knowledge regarding the causes of disease and patho- 
logical anatomy, established by laboratory studies during recent years, 
is in itself an achievement deserving of the highest praise, but in the 
practical advantages to which it has been put in the way of more certain 
diagnosis merits thankful recognition from the clinician who has him- 
self had little hand in furthering this part of his own immediate work. 
In point of fact, the clinician in the older sense has been pushed to the 
wall; he has ceased to be the useful member of the profession that he 
formerly was, and must acknowledge himself a mechanical agent apply- 
ing the investigator’s thought. It must not be supposed, however, that 
in a practical sense the modern clinician is a useless encumbrance. Never 
before has the art of medicine played so prominent a réle ; but the science, 
for all that, is paramount and is deserving of the highest praise. The 
days of clinical diagnosis in the old sense are numbered. The pathologist 
has taught us to look for the fundamental causes and nature of disease 
and to look with disfavor upon classification or diagnosis based upon 
anything but the recognition of the true essence of disease. The day of 
dropsy and icterus, singultus and spasm, of convulsions and flux, of albu- 
ininuria and colic, has long since passed, and the final hour of pleurisy, and 
laryngitis, and pneumonia, and nephritis is almost at hand. We require 
to know the form as well as the existence of inflammations and infec- 
tions, and we have begun to realize the infinite variability of conditions 
outwardly similar but dependent upon diverse causes. The putrid sore- 
throat of Brettoneau and the older authors has given place to a group 
of affections including Klebs-Léffler infection, streptococcic inflamma- 
tion, and ulcerative tonsillitis of various sorts. The weak heart of the 
middle of the century has become myocarditis, myocardiac degenera- 
tion, and various nervous disorders; and pleurisy presents a varied 
picture, according to its special microbic cause. 

The clinician has not been slow to apply the knowledge furnished by 
the pathologist and investigator, and is fully alive to his responsibilities 
in recognizing the varying significance of clinical conditions such as 
have been cited. Diagnosis has gone far beyond the stage of setting 
for itself merely the problem of recognizing superficially the gross lesion ; 
the ultimate causes and the far-reaching consequences of primary dis- 
orders are as much the objects of search as the most obvious condition, 
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and often of greater importance. The valuable investigations of Gull 
and Sutton on arterial disease and the innumerable contributions of 
bacteriologists on the general results of infection may be cited as typical 
examples showing the wide-spread results of conditions that may in the 
beginning be more or less local. The clinician who recognizes only a 
weak heart, or a damaged kidney, or a defective central nervous sys- 
tem in a case that is primarily one of arterial disease, with secondary 
disorder of heart and kidney and brain, falls as short of bis duty as the 
surgeon who sees only a bone lesion when secondary infective disease of 
the joints and endocardium and kidneys has carried the case beyond 
the reach of surgical relief. To summarize the whole matter we must 
recognize the dependence of diagnosis upon bacteriology, chemistry, and 
pathology ; and we must realize the importance of searching out not 
only the primary disease, but its cause and its consequences. It has 
been the custom to describe diseases as having certain symptoms and 
certain complications and sequels. In the future it is not too much to 
hope that with more accurate knowledge of the precise causes of patho- 
logical conditions and the mode of reaction of the organism, groups of 
cases will be recognized in which the primary symptoms will, perhaps, 
be common to all, and secondary symptoms (now ranked as complica- 
tions and sequels) will be distributed among the groups according to the 
nature of the cause and the known conditions of the individual patient. 

The mere labelling of cases can no longer pass for satisfactory diag- 
nosis. A case will be no more accurately diagnosed when recognized as 
one of pneumonia than another to which the name of sore-throat has 
been applied; and not only will it be the duty of the physician to dis- 
tinguish the form of pneumonia or sore-throat, but the stage, the prog- 
ress, the associated pathological states in other structures, and the reaction 
of the organism as a whole will require accurate recognition. Diagnosis 
carried out in this broad sense will be useful diagnosis, as leadine to 
rational and successful treatment. Therapeutics has become a much 
more creditable claimant for .ecognition as an exact science than for- 
merly, though much remains to be accomplished ; but treatment is likely 
to be effective in proportion to the accuracy of diagnosis. Those prac- 
titioners may hope to be recognized as successful therapeutists who per- 
fect their diagnosis and whose diagnoses attain as nearly as possible to 
the comprehensiveness of those of the pathologist who carefully inspects 
every tissue and organ and records each defect. 

To gain such proficiency in the recognition of pathological conditions 
during the life of the patient is no very easy task, and requires the 
greatest accuracy of perception with the broadest general experience 
and knowledge. The physician will be most successful who combines with 
the most thorough training in pathology and its auxiliary studies and in 
methodical clinical investigations an atslity to form accurate inductions. 

The book of Dr. Musser has deservedly reached its third edition. It in 
every way fulfils the requirements of modern diagnosis as we have briefly 
outlined them. ‘‘ The object of diagnosis is to determine the condition 
of the living patient who may be suffering from disease. It implies not 
only that the phenomena of disease are detected, but also that the effects 
of disease on the organism are determined, and that the morbid process 
which is the cause of the phenomena is ascertained.” These statements 
define very accurately the objects of diagnosis, and the author points 
out the importance of comprehensive knowledge of the phenomena of 


MUSSER, SMITH: TREATISES ON DIAGNOSIS. 329 


disease, of careful collection of data obtained by inquiry and by observa- 
tion, without, as well as with, the aid of instruments of precision, and 
throughout the general and special parts of his work adhere closely to 
this plan of diagnostic investigation. 

The book is divided into two parts, the former dealing with General 
Diagnosis, and including 400 pages; the latter with Special Diagnosis, 
the consideration of diseases of special organs or systems, and including 
646 pages. This encyclopedic work includes practically all that is 
known of the subject of which it treats, and is most creditable to the 
author and American medicine. The descriptions of methods of inves- 
tigation are full and accurate, and the author properly insists on the 
necessity of the modern methods of clinical examination, though we can 
hardly bring ourselves to believe that the day is near at hand when the 
average practitioner will have or need to have a clinica] assistant. 

It is scarcely possible to select from this work special points for com- 
ment, but we must at least mention the splendid illustrations. The 
charts illustrative of the visceral outlines in various diseases are well 
executed and highly practical. Not the least of their merits is their 
value in impressing upon students the necessity of making careful physi- 
cal examinations in every case. 

If there is any fault in Dr. Musser’s book it is the amount of matter 
that has been included. Sometimes it is better to ignore a subject or a 
fact; too much detail may obscure the general plan of a building or a 
book. Again, in this attempt to include everything repetition is 
unavoidable in a book having a general and a special part. 


Dr. Smith’s book is very properly called ‘‘ An Introduction to the Out- 
lines of Differential Diagnosis,” though we cannot see the necessity of 
retaining the word differential. In comparison with Dr. Musser’s work 
this one is unpretentious, but it has the same fundamental recognition 
of the true objects in diagnosis, viz., the discovery of the ultimate causes 
and the exact nature of disease rather than the mere naming of the chief 
complaint. As an illustration of this method of presenting the subject 
we may refer to the part dealing with acute pleurisy. The author first 
refers to the symptoms and physical signs, then to the causes, which are 
divided into general and local; next the symptoms and physical signs 
of pleuritic effusion are discussed, and the causes of pleuritic effusion 
and hydrothorax are presented. Finally, when the student has come 
to the recognition of the existence of pleural effusion in a certain case, 
he is given the following sound instruction: ‘‘ A general review of the 
above paragraphs leads to an inevitable conclusion that pleurisy and 
pleuritic effusion must in almost all cases be reduced to the rank of a 
symptom, possibly it may sometimes rise to the dignity of an indepen- 
dent disease, and as a symptom it may occasionally possess the impor- 
tance of causing a fatal event; but, on the whole, its features and path- 
ology must be analyzed from the point of view of what lies behind, and 
not as the ‘ be all and end all’ of a diagnosis.” Throughout the book 
the same attention to ultimate diagnosis is suggested, and the outlines of 
thorough methods and sound principles are laid down. It is, of course, 
inevitable that in a work of this size (341 pages) only an introduction to 
the subject can be included, but the value of that which is presented is 
limited only by the space and not by the form in which it is set forth. 
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RHINOLOGIE, LARYNGOLOGIE, UND OTOLOGIE, IN IHRER BEDEUTUNG FUR 
DIE ALLGEMEINE MeEpicin. Dr. Mep. E. P. FrieprRicH. Berlin: C- 
W. Vogel, 1899. 

RHINOLOGY, LARYNGOLOGY, AND OTOLOGY IN THEIR RELATION TO GEN- 
ERAL MEDICINE. 


THe German scientific mind is realizing the vast importance of a 
correlation of the specialties in medicine with one another and with 
general medicine far more deeply than would seem to be the case in 
other countries. The work of Dr. Friedrich marks a great advance in 
this direction. It should be plain enough to everyone that as all spe- 
cialties are merely outgrowths of general medicine, so they are all 
closely related to the parent stem and to one another. Yet practically 
this fact is continually being lost sight of, the specialist neglecting all 
features of his patient’s case except those appertaining to his own field, 
the general practitioner not heeding symptoms presented by those organs 
which are regarded as constituting special fields of study, because he 
has not cultivated his powers of observation in those directions. It is 
to be feared the latter sin will increase further the study of the spe- 
cialties as such is pursued. So many physicians are heard saying that 
they do not pretend to know anything about such and such a subject, 
because they cannot keep up with its advancement. If they can but 
be brought to realize how much is to be gained by the examination of 
these organs by the ordinary simple methods of technique required, and 
what an important bearing the result of such an examination may have 
upon the diagnosis and treatment of their patient’s case, much will 
have been accomplished that will prove of inestimable benefit to phy- 
sician and patient alike. Many are hampered in their free examination 
of the nose, throat, and ear by the very fact that they so seldom perform 
the manipulation, when in reality a very little practice is sufficient to 
render them quite proficient. Unfortunately, the tendency of the present 
method of teaching in most of our medical schools is to lead the student 
to regard the nose, throat, and ear as standing essentially apart from his 
other work, and bearing no intimate relation to it. They are “‘ elec- 
tive” subjects, not absolutely required to be studied before he can 
obtain his degree, and consequently he does not regard a knowledge of 
them as absolutely necessary in his later career. 

It is as a remedy for this very evil that Dr. Friedrich’s book has such 
an importance for all of us. He shows us how every organ aud system 
of organs of the body may either affect the nose, throat, or ear, or in 
its turn be affected by lesions of those organs. The book is not intended 
in any sense as a text-book, nor as a guide to diagnosis or treatment. 
It does, however, possess the greatest value as a reference hand-book, 
and should be in the hands of every general practitioner, as well of 
those of every specialist in Jaryngology, rhinology, or otology. 

It is written in such a manner as to render its perusal most interest- 
ing and full of suggestions to all, and it is to be hoped will undergo 
translation into English at an early day. 

Dr. Friedrich has undertaken to cover a very large field, and he has 
performed his task in a most eminently satisfactory manner. He takes 
up in. orderly sequence the diseases of the respiratory tract, the circula- 
tion, the digestive tract, the blood, the various constitutional diseases, 
such as gout and diabetes, the acute and chronic infectious diseases, 
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renal diseases, affections of the skin and sexual organs, diseases of the 
eye, intoxications, and nervous diseases. Although there is a very ex- 
tensive literature of the subjects he discusses, it is largely of a most 
desultory nature, and Dr. Friedrich is to be congratulated on the judi- 
cious manner in which he has culled that which is worthy of preserva- 
tion from the rest. It is greatly to be regretted that, after the manner 
of foreigners, he has almost entirely omitted mention of the important 
work done by Americans, particularly the late Harrison Allen and Dr. 
J. N. MacKenzie. The latter sometime ago published a most exhaus- 
tive monograph on the relation between the sexual apparatus and the 
nose, in which the field discussed by Dr. Friedrich was very thoroughly 
gone over, and Dr. Grayson has written upon the same topic, yet no 
mention is made of their labors. Dr. Friedrich is particularly happy 
in his analyses of the facts bearing upon any particular point. is 
views are in accord with the most advanced scientific research, and are 
evidently based on large experience and much study. F. R. P. 


1. AN AMERICAN TEXT-BOOK OF SURGERY. Edited by WILLIAM W. KEEN, 
M.D., LL.D., and J. Witt1AM Waits, M.D., Ph.D. Third edition, 
thoroughly revised. Philadelphia: W. B. Saunders, 1899. 


2. A TREATISE ON SURGERY BY AMERICAN AUTHORS. Edited by RoswELL 
Park, A.M.,M.D. Second edition. Philadelphia and New York: Lea 
Brothers & Co., 1899. 


3. THE PRACTICE OF SURGERY. By HENRY R. WHARTON, M.D., and B. 
FARQUHAR CurRTIS, M.D. Revised edition. Philadelphia: J. B. Lip- 
pincott Company, 1899. 


4, LECTURES UPON THE PRINCIPLES OF SURGERY. By CHARLEs B. Nan- 
CREDE, A.M., M.D., LL.D. Philadelphia: W. B. Saunders, 1899. 


THE recent issue of new editions of several major surgical works 
speaks well for the enterprise of the Philadelphia publishers and of 
Philadelphia as a publishing centre. 

In the present edition of the American Text-book of Surgery the 
authors have wisely omitted the chapters on the Surgery of the Eye 
and Ear, feeling that these subjects could not be treated satisfactorily 
in the limited space that could be allotted them. Many new topics 
have been introduced, however, touching upon subjects in which surgery 
has made advances in recent years ; these include the subject of leuco- 
cytosis, serum-therapy, the use of dry heat at high temperature, modern 
operative interference for congenital dislocation of the hip, Allis’ re- 
searches in dislocation of the hip-joint, lumbar puncture, the treatment 
of exophthalmic goitre, the surgery of typhoid fever, and the surgery 
of the stomach and ureters. The addition of these new topics, the 
revision and enlargement of the sections on Appendicitis, Fractures, 
and Gynecological Operations, and the addition of a number of new 
illustrations are the features which distinguish this from the previous 
edition. 

Park’s Surgery, by American authors, now in its second edition, ap- 
pearing in a single volume instead of two, and in a somewhat condensed. 
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form, is another work worthy of most careful attention. In the present 
edition the subjects are not treated quite so fully, although they do not 
seem to have been cut down sufficiently to make the work any less 
attractive or useful to the student or practitioner. 

The work has been revised to date, though no organic changes have 
been made. There are sume chapters in this work to which attention 
should be called, because of their novelty in surgical works ; these are 
the chapters on Auto-intoxication and on the Surgical Pathology of the 
Blood. Again, there are other chapters that attract attention because 
of the novel way in which the subjects are classified. Thus, one chapter 
is devoted to Surgical Diseases Common to Man and the Domestic 
Animals, another to the Surgical Aspects and Sequelz of Other Infec- 
tions and Diseases (such as pneumonia and typhoid fever), and another 
to Poisoning by Animals and Plants. 

Wharton and Curtis’ Practice of Surgery in its revised edition has 
undergone certain changes that have suggested themselves or have 
been suggested to its authors since the appearance of the first edition, 
only a year and a half ago. With these three major surgical works on 
the market, it would seem as though, for the present at least, the prac- 
titioner and the student were well supplied. That new editions of these 
works should so quickly follow one another speaks well not only for 
the popularity of the individual works and their editors but for the 
rapidity with which not all but many branches of surgery are making 
strides. These strides have been a possible or have been suggested 


by the knowledge that is being constantly supplied not only from the 
laboratory of the surgical pathologist but from that of the surgical 


bacteriologist as well. And if one stops to think a moment he will see 
at once that the advances that have been made in surgery have been 
chiefly in those topics that have to do with surgical diseases rather than 
with surgical injuries, except in cases in which the injury is complicated 
by infection. What has made these advances possible, therefore, is the 
scientific data that is being constantly added to the literature of the 
pathology and bacteriology of surgical diseases, and for this reason these 
subjects deserve a very prominent place and no scant consideration in 
the modern text-book of surgery. Surgical bacteriology and pathology 
have been spoken of together, because they must of necessity go hand- 
in-hand, inasmuch as the large majority of the so-called surgical dis- 
eases are the direct result of bacterial invasion. It is a prevalent idea 
that the introduction of antisepsis and asepsis, which made possible 
the so-called modern surgical technique, deserves all the credit for the 
brilliant achievements of modern surgery. While this might have been 
true a number of years ago, it is not altogether true at the present time, 
since surgeons have been employing the present technique for several 
years, and yet they are finding the field for operative interference 
almost daily growing larger; and why? Because they are able to for- 
mulate in a more rational and scientific manner the indications for or 
against operative interference; they have a clearer picture in their 
minds of the pathological processes that they are dealing with, and, 
therefore, they can with better judgment and with greater intelligence 
direct the treatment. 

Excluding traumatism and tumor-formation, what morbid conditions 
are there, local or constitutional, that are not accounted for by bacterial 
invasion? Excluding, among the more chronic surgical affections, 
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those due to tubercular, syphilitic, or gonorrheeal infection, or to the 
ray fungus of actinomycosis, and among the more acute conditions 
those due to the bacillus of tetanus, of anthrax, of malignant oedema, 
to the bacillus coli communis, to the more common pyogenic organisms, 
those of erysipelas, pyemia, and septicemia; excluding, too, those con- 
ditions regarded as sequelz of infectious diseases, such as typhoid fever, 
pneumonia, influenza, scarlatina, dysentery, diphthéria; excluding all 
these, and what factors are left that play an important réle in the 
etiology of surgical affections ? 

First and foremost, then, the student’s attention and thought must 
be directed to the consideration of the pathological processes that are at 
work in surgical diseases, and to the consideration of as much bacteri- 
ology as will enable him to fully understand the multitude of conditions 
that affect the action of bacteria or their toxins upon the tissues. It is 
of the utmost importance, therefore, that the student in surgery should 
be first thoroughly grounded in the pathology of his subject. This is a 
phase of the subject that has not commanded the attention that it de- 
serves ; but just as the student in internal medicine is taught to-day 
that a knowledge of at least the principles of pathology is all essential 
for a proper understanding and management of diseased conditions, so 
the student in surgery must be impressed with the importance of his first 
familiarizing himself with the morbid processes that affect the tissues in 
the so-called surgical diseases. Let us now look into the way in which 
the modern text-book is arranged. 

In the American Text-book of Surgery the subjects treated in Book I., 
under the heading General Surgery, are surgical bacteriology, inflam- 
mation, tissue repair, the traumatic fevers, suppuration and abscesses, 
ulceration and fistula, gangrene, septicemia, pyzemia, erysipelas, tetanus, 
scurvy, tuberculosis, rhachitis, syphilis, and tumors. In other words, 
without regard to special systems, as the osseous or the vascular, or with- 
out regard to the regions of the body, the lesions which are met with in 
surgical subjects, whether of traumatic or infectious origin, are taken 
up and treated in rotation. Book II. of the American Teat-book is 
devoted to Special Surgery—that is to say, to the special systems, the 
osseous, the lymphatic, the vascular, and soon. Book III., to Regional 
Surgery, and Book IV., to Operative Surgery, including anesthesia, 
plastic surgery, ligature of vessels, operations on bones and joints, 
minor surgery, etc. This makes not only a convenient but a very useful 
subdivision of the work, and allows of the subjects being classified in a 
methodical way. 

Park in his Surgery, by American authors, subdivides his book in a 
way that commends itself very favorably to the critic. Part I., entitled 
Surgical Pathology, includes the chapters on Hyperemia, Surgical 
Pathology of the Blood, Inflammation, Ulcer, Ulceration, and Gan- 
grene. Part II., Surgical Diseases, includes chapters on Auto-intoxi- 
cation, the Surgical Fevers, and Septic Infections ; Surgical Diseases 
Common to Man and the Domestic Animals—such as glanders, tetanus, 
actinomycosis, hydrophobia, anthrax, etc. ; Syphilis, Shock, and Col- 
lapse, Surgical Sequele of Other Infections and Diseases—such as 
dysentery, cholera, pneumonia, grippe, measles, typhoid, and diphtheria ; 
acute intoxications, including delirium tremens. Part III. is given 
7 to Surgical Principles and Methods, with chapters on the Control of 

emorrhage, Minor Surgery, Anesthesia, and Surgical Diagnosis. 
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Part IV. takes into consideration the subjects of Injury and Repair, 
properly treated under a head separate from that of surgical diseases. 
Part V. and Part VI. are devoted respectively to the Surgical A ffections 
of the Tissues and Tissue Systems, and to Special or Regional Surgery, 
thus corresponding very largely to Books II. and III. of the American 
Text-book. 

The question as to whether or not the value of a book is affected by 
the management or subdivision of its subject-matter suggests itself just 
at this time; and if any general subdivision into parts or books is 
advisable, on what basis should it be made? To answer this question 
one must consider for a minute the present status of the pathology of 
inflammation. It was at one time thought that a certain amount of 
inflammation attended of necessity the healing of wounds and the 
repair of tissues in general, but there are no advocates of this theory 
among the surgeons of the present day. It was also believed in times 
past that tissues subjected to traumatism were also the seat of inflam- 
mation, which might or might not go on to resolution, with or without 
destruction of tissue. And so the suffix ‘‘ itis” was added to the name 
of the tissue affected, to signify the presence of inflammation in that 
tissue ; thus periostitis or synovitis were employed, whether the affec- 
tion was due to traumatism or to infection. This nomenclature of sur- 
gical diseases has been in use so long and has been so universally 
adopted that it would be difficult now to make any radical changes. 
There are still some amongst those who have given the matter careful 
consideration who believe there is no demonstrable microscopical differ- 
ence between the lesion as seen in injury and that as seen in disease ; 
but as opposed to this class there is a newer school growing up which 
maintains, from the stand-point of pathology, that there is a distinction 
between the morbid processes that attend tissues subjected to trauma- 
tism alone and those subjected to infection. This school admits of no 
definition of inflammation which disregards the element of infection in 
its etiology, and has come to regard inflammation and infection as 
being, in a measure, synonymous terms. While the experimental 
pathologist claims to have demonstrated evidence of inflammation in 
the absence of infection, the surgeon of this modern school finds it 
necessary to disregard this laboratory demonstration in order to explain 
or account for the phenomena, as he views them from both a clinical 
and a pathological stand-point. Is it, therefore, jusiifiable to recognize 
this distinction between the effects of injury and disease, or traumatism 
and infection? And if so, would not this form the basis of a practical 
and systematic classification of surgical affections? If such a distinction 
exists the student should be taught to dissociate these two ideas from 
the start when he is studying the principles before he is taught to apply 
them to special regions or tissues. 

If there is any great difference between the American Text-book of 
Surgery and Park’s Surgery, by American authors, it would seem to be in 
the manner in which surgical affections are classified. In the American 
Text-book of Surgery inflammation is defined as ‘‘ a disturbance of the 
mechanism of nutrition affecting the structures concerned in this func- 
tion.” ‘* It is the response of living tissue to injury.” ‘‘ As a result 
of this disturbance, however, we have conditions favorable for the pro- 
cess of repair or for the neutralization or removal of the primary 
microbic cause,” while in Park’s Surgery we read: ‘‘ Inflammation 
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is an expression of the effort made by a given organism to rid itself of 
or render inert noxious irritants arising from within or introduced from 
without,” and throughout the work a distinction is maintained between 
hyperemia and inflammation, the term inflammation being reserved 
for those disturbances that have been excited by bacteria themselves or 
by their —— Thus in the chapter devoted to the Surgical Dis- 
eases of the Osseous System, Park treats: I. Acute Osteomyelitis. II. 
Periostitis. III. Epiphysitis, each as an infectious process, due either 
to the (a) staphylococcus, (5) streptococcus, (¢) pneumococcus, (d) 
bacillus tuberculosis, or (e) to miscellaneous organisms, as the colon 
bacillus. In the American Tezxt-book of Surgery the inflammations of 
bone are said to be acute or chronic, to be consequent upon injury, upon 
diathetic states (tuberculosis), upon a general infective disease, as 
typhoid fever, or upon the presence or absence of pyogenic organisms 
Inflammations are considered under the heads of osteoperiostitis and 
osteomyelitis ; the causes of the former are trauma, strains, contiguous 
inflammations, or special infections, and of the latter the causes are 
local, general, or septic. Acute osteitis is said to be simple—i. e., 
consequent upon traumatism, or septic. These particular chapters illus- 
trate very well the point that is being made, namely, that in one trau- 
matic lesions are not considered under the head of inflammations, while 
in the other no such distinction is made. 

If in the construction of a modern text-book it is well to draw a 
sharp line between the effects of injury and those of disease upon the 
tissues, the book should begin with the chapters on the injury of tissues 
and their repair, including not only all that has to do with the local, 
but also what concerns the constitutional effects of injury. The latter 
should, however, include only those that are not secondary to infection. 
These chapters would, therefore, embrace the subjects of contusions 
and wounds, all the methods of tissue repair, traumatic or septic fever, 
collapse and shock, traumatic delirium, ete. Part II. should then take 
up the subject of surgical bacteriology, which must of necessity precede 
any discussion of inflammation ; the latter could then be fully discussed 
—its local as well as its constitutional manifestations—such as those of 
septicemia and pyemia. Then should follow the chapters on diseases 
due to the specific infections, as tuberculosis and actinomycosis, anthrax 
and glanders, tetanus and hydrophobia, syphilis and gonorrhea. Part 
III. should be devoted to tumors alone. The student has then been 
carried in a systematic way through a course that has furnished him 
with the fundamental principles of the morbid processes that lie at the 
bottom of all surgical affections, and he is prepared to go on to Part 
IV., which takes up diseases and injuries of tissues and tissue systems 
—that is to say, he is by this time familiar with the three factors that 
account for practically all surgical affections—traumatism, infection, 
and tumor formation—and is now ready to be instructed to apply his 
knowledge of these morbid processes to the individual tissue. Part V. 
should be devoted to Regional Surgery, where the student will have an 
opportunity to review the diseases that affect certain regions of the 
body, as distinguished from the special tissues of the preceding chapters. 
Here the field broadens ; the discussion is not limited to any one morbid 
process, as tuberculosis, or to any one type of tissue, as bone, but 
embraces all the structures occupying certain regions of the body. 
The book should conclude with Part VI., devoted to Operative Sur- 
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gery, including anzsthesia and all minor and major surgical pro 
cedures. 

In Wharton and Curtis’ Surgery there is no subdivision of the work 
into various parts ; the early chapters are taken up with the topics relat- 
ing to inflammation ; these are followed by a chapter on the Repair of 
Wounds, although the chapter on Wounds does not appear until after 
Tumors, conditions affecting the results of injuries and operations, 
asepsis and antisepsis, and minor surgery, have each in turn been dis- 
cussed. Then follow Plastic Surgery, Anesthetics and Amputations. 
The remainder of the book conforms in its arrangement to that of the 
other works under discussion. It is difficult to make a comparison of 
the intrinsic merits of these three general surgeries, because each rep- 
resents in the main the teachings of the surgery of the day. Compari- 
sons can be drawn between individual chapters, however. One chapter 
in one work will not compare so favorably with one in another; the 
original illustrations of a particular subject in one work are, perhaps, 
more instructive than those in another, or in one the sequence in which 
the subjects are discussed seems more rational and more methodical. 
Other things being equal, the work to which a number of appropriately 
selected men have contributed should have a greater value than that 
compiled by only two authors. That the text-books of to-day should 
be the product not of an individual but of a number of authors is the 
outcome of the rapid expansion of the field of surgery and of the rapid 
strides which this branch is making. Individual surgeons who have had 
exceptional opportunities in particular lines are called upon to con- 
tribute the results of their more varied experience. This should enhance 
the value of a book, as it makes it particularly a work of reference— 
one in which the subjects have been treated by those who have devoted 
to them more than the average time, and whose views, therefore, demand 
respect. If it is to be a work of reference, the names of the authors 
should be attached to the chapters for which they are responsible, in 
order that the readers may know upon whose authority such and such 
statements are made. While there will always be a demand for good 
text-books, it is to be hoped that in the future the leading men of the 
profession will not confine their literary exertions to contributions to 
text-books ; for these articles are, at best, but a brief and systematic 
presentation of but the essential facts of a particular subject. It is to 
be expected, rather, that they will contribute monographs on subjects 
selected from the field in which their experience has been richest—an 
exhaustive treatise upon that subject on which they can write authori- 
tatively. In such works as these the surgical literature of America is 
poor. 

Nancrede’s Principles of Surgery, embodying his lectures on the 
subject delivered at the University of Michigan, is a volume of 384 
pages, in octavo form. The author is deserving of the highest praise 
for the manner in which the subjects have been presented. The work 
itself is written in a scientific spirit ; it has omitted mention of all that 
is obsolete, and it presents each subject in the light of the most recent 
scientific investigations. It treats of all the subjects that are to be 
found in a general surgery up to the chapters on Special and Regional 
Surgery. Such a course of lectures as are contained in this work should 
be of inestimable value not only to the student of to-day but to the 
graduate of past years. C. H. F. 
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THe SEXUAL INSTINCT, ITs USE AND DANGERS AS AFFECTING HEREDITY 
AND MorALs. By JAMES Foster Scort, B.A. (Yale), M.D., C.M. (Edin- 
burgh). New York: E. B. Treat & Co., 1899. 


THE PATHOLOGY AND TREATMENT OF SEXUAL IMPOTENCE. By VICTOR 
G. Vecki, M.D. From the Author’s Second German Edition, Revised 
and Rewritten. Philadelphia: W. B. Saunders, 1899. 


THESE two books are fairly representative of a comparatively recent 
development in medical literature. Whether the steady growth of 
such works, noticeable in the last year or two, is a result of a popular 
demand on the part of the laity, or whether it results solely from the 
earnest and sincere desire of the writers to enlighten the public upon 
certain matters, about which they know so little, it would perhaps be 
hard for us to determine. 

There does seem to be of late a wide-spread desire on the part of 
men of eminent scientific reputation to issue works of this character. 

This propaganda has received, we understand, a severe setback at the 
hands of a stern British public, and as a result of this sudden spasm of 
morality a well-known writer and expert in criminology has been 
imprisoned and his book suppressed, the natural result being an in- 
creased demand for the volume in this country. 

As a matter of fact, a writer who undertakes such works stands 
upon very delicate ground, and must proceed very circumspectly if he 
wants to avoid laying himself open to the charge of writing for the 
general public. Dr. Scott, however, clears his own skirts in this matter 
by frankly announcing in the preface to his book that it is ‘‘intended 
primarily for laymen—not for women or boys.” Does it ever suggest 
itself to the doctor’s mind that it will be an extremely difficult, if not 
impossible, task to keep his book out of the hands of women and boys. 

There can be no doubt whatever about the author’s honesty of pur- 
pose in writing this little work. Much of it is true, and all of it will 
prove novel and interesting reading to the laity. We cannot see any 
advantage that the medical man would gain from its perusal. The 
author’s object is to preach a powerful crusade against the prevalent 
sexual immorality of the day, and to make a fervent appeal to men for 
chastity of both mind and body. We can but feel that upon some points 
the good doctor is too pessimistic; for example, when he puts in dis- 
played type cross the middle of a page, ‘‘Venereal patients are to all 
intents and purposes poisoned animals.” 

We also fail to see in a book ‘‘ written for laymen only ” the necessity 
of devoting fully one-third to a scientific treatise upon gonorrhea and 
syphilis. How much good is accomplished by a work of this kind it is 
difficult to say. One thing is sure, that if only one-half of the warning 
notes sounded in Dr. Scott’s book were heard the result would be a 
decided betterment of the human race. 


The treatise on sexual impotence by Dr. Vecki represents an entirely 
different type of work. It is thoroughly scientific and written for the 
— only. One feels certain that the author has the courage of 

is convictions, and is not the least afraid to give voice to them. That 
he feels that some of the profession may shrug their shoulders and 
hold themselves aloof from his book is evident in his introduction, a 
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most delightful chapter, by the way, where he states that ‘‘ to write 
such a book is a venturesome undertaking under all circumstances ; 
but to write without the customary affectation and hypocritical rolling 
of the eyes, to speak the bare truth, surely requires even greater cour- 
age.” 

The whole subject of sexual impotence and its treatment is discussed 
by the author in an exhaustive and thoroughly scientific manner. We 
were, however, struck with the fact that the distinguishing points in the 
differential diagnosis between spermatorrhcea and prostatorrhcea were 
by no means made as clear as they should be, the impression being 
given that spermatorrheea is not at all an uncommon affection. This 
is hardly in accord with the position of most genito-urinary surgeons 
in regard to this matter at the present day, true spermatorrhea being 
in reality rather a rare affection. 

Taking the work as a whole, however, we consider it the best we 
have seen upon the subject, and take great pleasure in recommending 
its careful and thoughtful perusal to all our readers. H. M. C. 


THE Reapy REFERENCE HAND-BOOK OF DISEASES OF THE SKIN. By 
GeorGe THomas Jackson, M.D., Professor of Dermatology, Women’s 
Medical College of the New York Infirmary and in the Medical Depart- 
ment of the University of Vermont; Chief of Clinic and Instructor in Der- 
matology, College of Physicians and Surgeons, New York. New (3d) 
edition, in one 12mo. volume of 638 pages, with 75 illustrations and a col- 
ored plate. New York and Philadelphia: Lea Brothers & Co., 1899. 


TuHeE third edition of Dr. George Thomas Jackson’s text-book fulfils 
amply the promise of its predecessors. Although but three years have 
elapsed since the second edition was published, we note that the revision 
is fully up to date. New sections have been written on bulpiss, bunion, 
dermatitis from Réntgen rays, blastomycetic dermatitis, ecphyma glob- 
ules, lupus pernio, pityriasis alba atrophicans, and idiopathic multiple 
pigmented sarcoma. Almost forty more pages of text and six new 
illustrations have been added to this edition, and the book on the whole 
represents that care which Dr. Jackson’s articles have always shown. 

We can heartily recommend this book to the student and practitioner 
of medicine as one of the best of the medium-sized text-books on dis- 
eases of the skin. C. A. D. 
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The Excretion of Methylene-blue in Normal and Pathological Kidneys. 
—CzyHLArz and Donata ( Wiener klin. Wochenschrift, 1899, No. 24) report 
some observations that do not altogether agree with those of the earliest 
experimenters in the same line, and show that the method has little practical 
value. They proved in the first place, by experiments on dogs, that the dye 
gave as trustworthy results when given by the mouth as when given hypo- 
dermatically. They then gave the drug to patients with and without renal 
disease, and examined the urine every twenty minutes until the green color 
appeared. The duration of the color was then tested at longer intervals. 
The results are given in tabular form. They show that in nephritis there is 
a retardation of the excretion of methylene-blue. This may be due either to 
delayed beginning or to slow excretion, or to both factors. Delayed begin- 
ning was seen in a marked degree only in two cases of contracted kidney, 
whereas in four other cases the reaction was normal. In other forms of 
nephritis the time of appearance was within normal limits. The various 
forms of renal disease showed no differences in regard to slowness of excre- 
tion, and the observers could only say that such slowness was more common 
in nephritis than in health, but not peculiar to the former. 

Peritoneo-pericardial or Pseudo-pericardial Peritoneal Friction.—Ort- 
NER has had the unusual experience of seeing five cases of this condition 
within a short time, and his account ( Wiener klin. Wochenschrift, 1899, No. 
26) should assist others in the diagnosis. In these cases there is a peritoneal 
friction sound with the rhythm of pericardial friction. The rhythm is at 
times triple, sometimes to-and-fro, sometimes only systolic. In some the 
friction could be heard between the phases of the heart’s action. In no case 
was there palpable friction. Another point of resemblance to pericardial 
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friction is the fact that full inspiration or pressure causes the sound to be 
more intense. In general, variations in intensity are common. The friction 
may be audible all over the pericardial region and as far as the left axilla, 
but is most frequently heard over the lower part of the sternum and to the 
left. In the latter case the differentiation from a pericardial friction is of 
course less difficult than otherwise. A more useful point in the diagnosis is 
furnished by the etiology. In all the cases hitherto observed there has been 
a fibrinous or fibrino-tuberculous peritonitis between the liver and dia- 
phragm, or the diaphragm and adjacent intestines, the friction being pro- 
duced by the forcible impulse of the heart against the rough surfaces. 

=Changes in the Blood in Latent Malaria.—A. PLEHN (Berliner klin. 
Wochenschrift, 1899, No. 25) describes some observations on the blood in 
Cameroon. Plehn was struck by discovering evidences of anemia in-a large 
number of the persons under his medical control, and on examining the blood 
he discovered peculiar bodies in the corpuscles. Stained with hematoxylin 
certain of the red corpuscles, otherwise unchanged, were seen to contain 
more or less numerous round or roundish, bluish spots. Sometimes these 
were arranged in pairs, occasionally they projected over the periphery of the 
blood-corpuscle. The stained bodies varied in size, but were usually less 
than one-third of a micron in diameter. As many as from six to twenty 
could be found in a corpuscle. At times, when the blood was undergoing 
degeneration, the bodies could be found in the plasma. No differences of 
structure could be made out. Methylene-blue stained the bodies, but not so 
well as hematoxylin. In fresh and unstained preparations they could not 
be seen. The number of corpuscles containing these bodies increased until 
the first malarial paroxysm, and after that the granules diminished notably 
or disappeared entirely. They then increased again in size and number. 
Plehn proposes to call these bodies karyochromatophile granules, on account 
of their affinity for nuclear stains. They occur months and even years after 
the affected person has left the malarial district and after the last mala- 
rial paroxysm. This fact indicates that they reproduce themselves in the 
blood. Plehn considers the organisms capable of proliferation, and sees in 
them the germs of the malarial parasite, which first undergo division in red 
blood-corpuscles, lead to the destruction of the latter, and then either de- 
generate in the plaS’ma#or go on to further development in other blood-cor- 
puscles. Plehn believes that he has seen the transition forms, from the small 
bodies to plasmodia, in preparations taken two days before the first malarial 
paroxysm. He found similar bodies in the blood of people living in mala- 
rial districts near Rome, and also in sailors who had been in tropical 
malarial countries. Plehn also considers that these bodies represent the 
actual cause of malarial hemoglobinuria, producing a disposition which 
under an exciting cause leads to a paroxysm. He therefore rejects the idea 
of distinguishing various groups of hemoglobinuria. Plehn rejects the 
quinine treatment of black-water fever, not because the quinine is dangerous, 
but because of the extraordinary tendency to spontaneous recovery. The 
systematic administration of quinine, he claims, gives protection not only 
against acute febrile attacks, but also prevents a too active growth of the 
karyochromatophile granules, and in that way lessens the tendency to hemo- 
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globinuria. Plehn also denies that direct infection through certain kinds 
of mosquitoes is the only way of acquiring malaria, basing this on his obser- 
vations in Cameroon. It is not to be wondered at that Plehn’s statements 
were received with incredulity in the Berlin Medical Society. He ener- 
getically denied the possibility of mistaking artefacts for organisms. Whether 
he also escaped the risk of mistaking such bodies as can be found in anemic 
blood in non-malarial localities is by no means sure. Virchow’s hope that 
Plehn on some future occasion would be able to produce more decisive ob- 
servations will no doubt be generally shared. 

Congenital Myxedema.—SKLAREK (Berlin. klin. Wochenschr., 1899, No. 
16) refers to the great rarity of this disease in Berlin, and describes the fol- 
lowing case with the brilliant results of treatment with thyroid extract: The 
patient was a girl, aged seventeen years. The father was a drinker, the 
mother healthy, but during pregnancy worked hard and suffered from worry 
and excitement. There was no family history of mental, nervous or Base- 
dow’s disease. The patient appeared normal until six months old, when a 
vesicular eruption covered the entire body. When a year old the relatives 
noticed that the child had not grown, and that the body was ill-shaped, the 
face was thick and limbs bulky. The patient spoke her first word in the 
third year, with a nasal voice. She learned to walk in her seventh year. 
Intelligence was very slight. An attempt at instruction in an idiot asylum 
proved negative, and she was transferred to a lunatic asylum, when treat- 
ment with thyroid extract was begun. At the beginning of treatment the 
condition was as follows: Weight, 15.35 kg. ; height, 80 cm.; circumfer- 
ence of oval symmetrical cranium, 50 cm.; small transverse diameter, 
1l cm.; great transverse diameter, 13 cm. The anterior fontanelle was 
open. The hair was blonde and very scant, entirely absent behind. There 
was a scaly eczema on the scalp. The skin was livid, hands and feet bluish- 
red, of a doughy consistency, but without distinct edema. On the hands and 
feet the skin was thickened, wrinkled, and scaly. The face was angular, 
swollen, and had a demented expression. The nose was of the saddle type. 
The mouth was always open, and saliva continually ran over the snout-like 
lips. The teeth were very defective. The somewhat enlarged tongue could 
not be protruded well. The neck was very short. Masses the size of goose- 
eggs and of the consistency of dough projected from the supraclavicular fossz 
and the anterior axillary lines above the nipple. The thyroid gland could 
not be felt. There were numerous small glands between the sternocleido- 
mastoid and the cucullaris muscles. The thorax was barrel-shaped, lordosis 
was marked, making the pendulous abdomen still more striking. There was 
an umbilical hernia. The external genitals were infantile; axillary and 
pubic hair absent. The patient had not menstruated. The limbs were 
bulky and the hands spade-shaped. Movements were sluggish, and the 
patient required support in walking. ‘The temperature was below 36° C. 
Sensibility to pain was acute all over. Speech was very nasal and rough; 
the patient spoke little spontaneously, but repeated words she had heard; 
seldom answered questions. August 1, 1897, treatment with thyroid extract 
was begun. The dose at first was small, and given at infrequent intervals, but 
gradually increased, so that in nine weeks eighty tablets (0.1) were taken. 
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During this time the patient grew 3 cm. ; the cyanotic color of the skin disap- 
peared ; the swelling of the skin diminished ; the body-weight decreased 1.9 
kg. ; the temperature rose from 36° to 37°; pulse from 88 to 100 and 120. 
Larger doses (0.324) were now given up to six tablets daily. When vomiting 
and headache resulted the number was reduced to four and five for several! 
days, then the former number administered. After sixteen months of treat- 
ment the height had increased 14 cm., weight 21 kg., the fontanelle had 
closed ; there was a heavy growth of new hair, the scalp and skin were smooth, 
the face well proportioned, and expression pleasant. New teeth replaced 
the carious ones, and the tongue was movable. The swellings in the axillary 
regions disappeared, lordosis and pendulous abdomen became much less 
marked. The hernia disappeared, the limbs were well proportioned, and the 
patient could walk and run without support. Puberty, however, was not 
established, and the swellings in the supraclavicular regions were only 
slightly changed. The mental condition improved remarkably. The 
patient spoke spontaneously, answered simple questions, and knew right 
from wrong. However, on omitting treatment for two weeks the symptoms 
returned. Administration of 200 odphorin tablets (Freund) failed to produce 
menstruation. Renewed treatment with thyroid was again followed by im- 
provement. 

The Gelatinous Form of Sodium Biurate, and Its Bearing on the 
Pathology and Treatment of Gout.—LurrF states that although there may 
be some difference of opinion as to the actual source or sources of the com- 
pounds of uric acid met with in the blood of gouty patients, yet there can 
be no doubt, from the researches of Sir William Roberts, that the uric acid 
when first introduced into the blood exists solely as the sodium quadriurate. 
The sodium quadriurate is, in the dissolved state, very unstable, and soon 
changes into the sodium biurate, which is not immediately precipitated, be- 
cause it at first assumes the form of the gelatinous biurate, in which form it 
is a much more soluble compound than the crystalline biurate. 

Luff conducted a series of experiments with sodium and potassium bicar- 
bonate with the object of determining which of the salts caused the more 
rapid conversion of the gelatinous biurate into the insoluble crystalline 
biurate. The experiments were carried on with blood-serum containing 1.5 
per cent. of gelatinous sodium biurate. Varying amounts of sodium bicar- 
bonate and potassium bicarbonate were then added, and the rapidity of the 
appearance of the crystals of the insoluble biurate was noted. He found 
that the more of the sodium bicarbonate there was present the more rapidly 
did the crystals of the biurate appear. With the potassium bicarbonate he 
obtained just the opposite results. 

From his experiments Luff draws the following conclusions: ‘‘ The 
higher the alkalinity of the blood from the presence of sodium bicarbonate, 
the more rapid and the more complete is the conversion of the soluble gelat- 
inous biurate into the comparatively insoluble and crystalline form. In 
connection with this point it is instructive to bear in mind that mineral 
waters rich in sodium bicarbonate are well known to accelerate an attack of 
gout in many gouty subjects ; and it is also of interest to mention here that 
from some observations that I have been conducting for the past eighteen 
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months on the alkalinity of the blood of gouty patients, the results of which 
are not yet published, I have so far found in every gouty patient that I have 
examined that the alkalinity of the blood is higher than the average alka- 
linity of the blood of healthy individuals, and since this increased alkalinity 
is due to a higher proportion of sodium carbonate or bicarbonate, it can be 
understood, in the light of the present investigation, why such blood is 
prone to hasten and to augment the formation of gouty deposits. On the 
other hand, it is seen that when the increased alkalinity of blood serum is 
due to the presence of potassium bicarbonate, the conversion of the gelatin- 
ous biurate into the crystalline variety is delayed as regards time, and is 
considerably diminished as regards quantity, thus explaining the well-known 
beneficial effect of the alkaline potassium salts in the treatment of acute and 
subacute gout.’’—British Medical Journal, October 28, 1899, p. 1163. 

An Experimental Contribution to the Study of Gout.—As the result of 
experimental work and the careful study of the metabolism in a case of gout, 
3A1N (British Medical Journal, October 28, 1899, p. 1164) comes to the fol- 
lowing conclusions : 

1. That the methods in vogue for separating uric acid from blood are 
not sufficiently delicate for the detection of minute quantities. 

2. That the phosphoric acid varies directly with the uric acid excretion, 
the patient being on a fixed diet. 

3. That the alloxur bases in gout are not increased. 

4. That colchicum does not seem to have any influence on the excretion 
of uric acid in gout. 

5. That sodium salicylate and thymus increase the excretion of uric acid 
in gout. 


Tuberculous Neuritis—Wi.son (Quarterly Medical Journal, November, 
1899, p. 46), from a review of the literature and after citing some personal 
observations of tuberculous neuritis, draws the following conclusions : 

That a peripheral neuritis occurs sometimes in phthisis. 

That it occurs in middle-aged patients and late in the course of the disease. 

That the symptoms are mixed motor and sensory, but that the motor are 
the most typical and constant. 

That whatever the symptoms may be, they vary much from time to time, 
and, as a rule, tend to get better. 

That the paralysis is marked by much muscular atrophy, and that changes 
in the electrical reactions are present. 

That the affection is probably due to a toxin produced by the tubercle bacilli. 

That on histological examination of the nerves a marked neuritis is found, 
but no disease of the brain or spinal cord. 

Granular Degeneration of Red Blood-cells.—E. Grawitz (Deutsche 
medicinische Wuchenschrift, 1899, No. 36) has investigated the basophile 
granules found at times in red blood-corpuscles, incited by the statements 
of A. Plehn. Grawitz, after examining the preparations of Plehn, was 
able to discover bodies like those described by the latter in the blood of 
a patient with tertian intermittent, occurring in Germany, also in the blood 
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of Cuban malaria. In examining non-malarial blood stained by eosin and 
hematoxylin, and also by Ziemann’s eosin-methylene-blue mixture, he was 
able to find somewhat similar bodies, usually in larger numbers than in 
malaria. Stained by Ehrlich’s triacid mixture and other common methods 
the bodies were not so easy to find, which explains the scanty references to 
these bodies on the part of previous observers. Grawitz found the bodies 
most numerous in cases of cancer of the stomach with severe anemia, in 
cases of progressive anemia with or without evidence of previous disease, 
in various suppurative diseases, including pleural empyema, puerperal sepsis, 
in leukemia, and sparingly in a child with chronic diarrhea. Healthy persons, 
those with tuberculosis, chiorosis, diabetes, measles, and so-called pseudo- 
leukemic anemia gave negative results. Although the bodies found by 
Grawitz in non-malarial blood closely resembled those described by Plehn, 
he was not able to convince himself that they were identical, and admits 
that the problem will have to be solved in tropical countries by comparative 
examinations. The polychromatophile degeneration cannot be confused 
with that now described by Grawitz, nor can it represent the earlier stage of 
the granulations. Both processes may be found in the same blood. In 
trying to interpret the bodies it is important to know that Grawitz found 
them only in diseases characterized by pronounced degeneration of the red 
blood-cells. That the granulations are the result of karyolysis Grawitz re- 
jects, because in the majority of his cases nucleated red cells were absent, 
and because prolonged search failed to show transition stages from karyolysis 
to the basophile granules. Grawitz therefore concludes that the granules 


depend on a degenerative process in the hemoglobin caused by the poisons 
in the various diseases. If this view proves to be correct the granules will 
be of considerable importance in clinical diagnosis, indicating whether the 
anemia is due to substances which destroy the blood corpuscles particularly 
or whether it is only part of the general atrophy. It may also be of value 
in distinguishing between regenerative and degenerative processes in the 
blood cells. 
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Choledochotomy without Suture.—Reynier (Rev. de Chir., November, 
1899) reported an interesting case which sustains this method of treating 


wounds of the ductus choledochus, which are necessitated by the removal of 
ealculi that are impacted in it. It shows that it is not essential to suture 
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such wounds, but that it is sufficient to provide adequate drainage and wall 
off the peritoneal cavity. 

The case reported was that of a woman forty-four years old, who had suf- 
fered from undiagnosed attacks of pain for twelve years, until she at last 
showed slight signs of icterus. The attacks became finally more frequent, 
losing their gastric character and becoming hepatic. The alteration in the 
symptoms led to the diagnosis of impaction in the ductus choledochus. She 
became thin, a little cachectic, with an icterus that was pronounced and 
general; palpation of the abdomen was painful; a mass was detected which 
made a localized peritonitis beneath the liver probable. The liver was not 
augmented, nor the gall-bladder distended; the urine was icteric and the 
stools decolorized. 

The operation disclosed a calculus of large size in the duct, which was 
surrounded by such a mass of peritoneal adhesions as to limit the field of 
operation. The duct was incised, the calculus removed, drainage secured, 
and the patient recovered completely. 

The Diagnosis of Appendicitis.—Roux (Rev. de Chir., November, 1899) 
says that too much dependence should not be placed upon the so-called 
pathognomonic signs of appendicitis. He affirms that in depending upon 
these signs one runs in danger of grave errors, and he thinks it is dangerous 
to: operate immediately in the early stages of the disease. There is danger, 
even when the diagnosis is correct, of operating at an inopportune moment 
in a benign case which has a tendency to become encysted, and the opera- 
tion might be much better done later. It is dangerous to operate as soon as 
the diagnosis is established in every instance. The moment for intervention 
should be well chosen. Wait till the peritoneal reaction has subsided. There 
is a proper time to operate in all cases, and immediate operation is folly ip 
some. 


The Advantages of Posterior Y-shaped Gastro-enterostomy.—PAvUTA- 
LONI (Rev. de Chir., November, 1899) reported the results of fifteen gastro- 
enterostomies which he had performed by this method during the year pre- 
ceding. He prefers it to all other methods, and is borne out in his view by 
the excellent results obtained. 

He employed sutures alone, not even employing the button for the duodeno- 
jejunal anastomosis. The method used was that described by Roux. He 
groups the advantages of this method as follows: 1. The facility with which 
the stomach can discharge the mass of food directly into the jejunum. 2. The 
impossibility of regurgitation through the duodenum. 8 The absence of 
regurgitated bile in the stomach. 

The essential feature of the operation, which is not as difficult as some say, 
is to sustain the patients’ strength during the first forty-eight hours. This 
he does by permitting them to eat immediately, and as a consequence they 
are out of bed at an early period. 

The object sought is the establishment of a new pylorus which has good 
function. This is obtained in an ideal fashion by this method. He believes 
it to be the most logical, and the one which satisfies most fully the demands 
of the surgeon. 


VOL. 119, NO. 3.—MARCH, 1900. 23 


346 PROGRESS OF MEDICAL SCIENCE. 


The Utility of Early Intervention in Pathologic and Traumatic Frac- 
tures of the Spinal Column.—DELAGENISRE (Rev. de Chir., November, 1899) 
believes that the general procedure of waiting for developments in cases of 
injury to the spinal column should be abandoned, because many of these 
lesions can be repaired if operation be performed soon enough. Simple com- 
pression of the spinal cord, submeningeal ecchymoses, interstitial hemor- 
rhages, are all capable of treatment and cure if undertaken immediately. It 
is only the absolute severance of the cord that cannot be repaired by suture. 

At the time of the accident all of these lesions present the least opposition 
to repair. The surgeon should not wait for the compression to become per- 
manent; the injury does not become lasting unless the compressing agent is 
permitted to remain. 

The rule should, therefore, be to operate as soon after the accident as 
possible; if the operation is delayed too long it means the chance of being 
ineffectual. 

The author reports two cases. In one the operation was undertaken im- 
mediately. The lesion was severe, but repair took place, followed by com- 
plete recovery and the restoration of full motion and sensation. In the other 
the operation was delayed, and he found a condition which could have been 
relieved by an early operation. 


Three Cases of Perineal Resection of the Rectum for Carcinoma.— 
HALSTEAD (Chicago Med. Rec., December, 1899) reports three cases which 
he operated upon by this method. Although the cases were too recent to 
allow of his drawing any inference regarding the final result of the operation, 
they illustrated the value of this method of procedure. The operation is an 
old one, and is known by the name of Lisfranc. It can be employed in all 
cases of cancer situated below the peritoneal fold. Cancers of the rectum 
beginning low down and extending above the level of the third sacral ver- 
tebra should be attacked either through the sacral or the abdominal routes. 

The mortality from this operation is not as high, and the permanent results 
are better than in the sacral methods of rectal excisions. The results in 
the hands of the best surgeons were 18.7 per cent. of deaths from operation, 
and 10 per cent. lived three years after, or could be considered cured. The 
perineal method had an immediate mortality of 18 per cent., and the per- 
centage of permanent cures was 14.8 per cent. 

These statistics are somewhat misleading, as the cases were selected for the 
respective operations. The author believes that the perineal method is 
easier to perform and is not followed by so high a mortality. The functional 
results are also probably better. We must expect some loss of sphincteric 
control in most cases of excision of the rectum. Fairly good control of the 
bowels may be had if we carefully restore the relations of the levators ani to 
the rectum by suturing them to the stump after amputation. 


Removal of a Bullet that had been Three Years and Seven Months in 
the Brain.—Monpot (Rev. de Chir., November, 1899) reported before the 
French Surgical Congress the case of a man who had attempted suicide. 
Three shots had been fired, one ball only was found and removed. Three 
years later his memory began to fail, and some other mental disturbance was 
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present. At the same time febrile attacks were present, but without evident 
cause, as he could not tell of the former injury. 

The skiagraph showed the presence of one bullet in the brain, and the 
patient entered the hospital to have it removed. He developed an attack of 
insanity during the night, and was transferred to an insane ward, He was, 
however, brought back, trephined, and a bullet removed which lay at a depth 
of four or five centimetres in the brain. 

The result of the operation was a rapid and complete recovery. 

The Prognosis and Surgical Treatment of Hematuria.—Lavavux (Rev. 
de Chir., November, 1899), after a study based upon a series of cases, con- 
cludes that: Spontaneous hematuria is a variety which is rarely fatal. 
Authors, both ancient and modern, agree in this, and much credence should 
not be given to cases so reported. 

The prognosis depends entirely upon the cause. 

Hematuria is not an indication for operation except in certain tumors of 
the kidney or in certain pedunculate or sessile tumors of the bladder. In the 
cases of cancerous infiltration of the bladder wall, the hemorrhage has no 
gravity under appropriate treatment. It has not been demonstrated that 
hematuria produced by tuberculosis of the urinary tract is of itself an indi- 
cation for operative interference. 

All operation is contraindicated in the cases of so-called essential hema- 
turia. 

Surgical intervention is only called for after the diagnosis has been fully 
and precisely established. 

In the cases of hematuria due to a lesion of the bladder, the injection of 
very hot aseptic solutions into the bladder, as a saturated boric solution, will 
be found to render real service. 

Cubitus Valgus Femininus.—Hisscuer (Deut. Zeit. fiir Chir., November, 
1899), from a series of measurements on one hundred and twenty-five indi- 
viduals, found that in men and boys the arm is nearly in a straight line with 
the forearm when in extension, as it is also in girls up to the age of thirteen 
years; after that age and in all women there is a physiological cubitus valgus 
which commences after puberty, and increases. The angle is greater in the 
right arm than in the left. In the female this angle is from 15° to 25°, and 
may reach even to 30°. These measurements are in accord with those of 
Patten. With the arms fully extended and the hand supinated the majority 
of women can place the ulnar borders of their forearms in contact for their 
entire length. 

The practical application of these facts is seen in the surgical treatment of 
fractures that involve the lower end of the humerus. There are numerous 
cases in which a traumatic cubitus varus or valgus has resulted from the 
failure to recognize this peculiarity. By remembering this physiological 
fact, and that such a normal cubitus valgus is found in all females over the 
age of puberty, the bad results that frequently follow fractures in this region 
can be avoided. The old rule of comparing the injured with the sound arm 
should be followed in such cases, and the splint should be so shaped that it- 
will conform to the normal of the individual case. 
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The Treatment of Varicose Ulcerations by Nerve-stretching.—Cu1- 
PAULT (Rev. de Chir., November, 1899) says that the results obtained in 
cases of mal-perforant of the foot by the stretching of the plantar nerves 
led him to attempt the same method of treatment in cases of varicose ulcers. 

The method employed consisted in two parts, The first was the stretching 
of the nerve supplying the skin area in which the ulcer was found. This 
nerve should be stretched at a point not far from the ulcer, nor too near, 
lest that the wound become infected. The nerves usually involved in these 
operations are the internal saphenous, either at the ring or in the upper por- 
tion of the limb; the sciatic, its popliteal portion either at the head of the 
peroneal or at its bifurcation. The stretching in these cases is limited to the 
musculo-cutaneous branches. This is the more common seat of these vari- 
cose ulcerations, and generally involves the musculo-cutaneous branches asso- 
ciated with the internal saphenous. It should be remembered that these 
nerves, when this condition is present, are more friable than usual. 

The second part of the operation consists in curetting the ulcer and getting 
it aseptic; if the skin and surrounding tissue is much involved, or in excis- 
ing the skin with the ulcer and then, after gentle traction and complete 
hemostasis, sewing the edges together, The tightened skin exercises a bene- 
ficial influence on the varicose condition. 


Compression of the Ulna Nerve by Callus Liberation. Recovery of 
Function.—GuILLEMAIN AND MALLY (Rev. de Chir., November, 1899) re- 
port an interesting case in which fracture of the elbow was followed by com- 
pression of the ulna nerve by callus. The paralysis did not take place im- 
mediately, however. It was twenty-six years after the injury that the paralysis 
commenced to develop rapidly and became complete in four months. The 
nerve was not excited by stimulation, there were present the reactions of 
degeneration, with atrophy of the muscles. The dynamometer showed 5 kilo- 
grammes in the injured hand and 38 kilogrammes in the sound hand. 

The operation disclosed the nerve in a bony and fibrous canal. The nerve 
was apparently the subject of an acute neuritis. It was red, increased in 
volume, and irregularly swollen. The bony and fibrous canal was entirely 
removed. The amelioration of the paralysis was not evident till the end of 
six months, and was not complete till the end of three years. The patient 
then thought it was all but as good as before the accident. The dynamom- 
eter showed 32 in one hand and 40 in the other. 


Antirenal Abscess.—Lesars (Rev. de Chir., November, 1899) reported 
four cases which have come under his care in which the symptoms were 
rather indefinite and it was impossible to determine the exact lesion before 
operation, and yet the operation disclosed the presence of an abscess of con- 
siderable volume, in each instance situated anteriorly to the kidney. 

In the first case the condition was supposed to be a large perinephritic 
abscess, which was detected as readily in the side as posteriorly. The ordi- 
nary lumbar incision was made and the posterior surface of the kidney found, 
but no pus. Careful dissection over the external aspect of the kidney finally 
reached the abscess, which was situated anteriorly. 
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In two other cases a laparotomy incision disclosed the abscess anterior to 
the kidney, and in one case the mesocolon on the left side contained a large 
quantity of sero-purulent fluid which communicated with the deeper-seated 
abscess in front of the kidney. 

One of these cases undoubtedly had its origin in an appendicular abscess. 
The other case was so clear in its development, and presented a rounded 
swelling anteriorly without perceptible fluctuation, that it was taken for a 
neoplasm. 

These cases undoubtedly point to a form of abscess-formation that has 
received very little attention, and is yet worthy of careful study and clinical 
consideration in cases of obscure symptoms. 


Plastic Operations on the Bladder.— RutKowsk1 (Centralblatt fiir Chi- 
rurgie, 1899, No. 16) reviews the various methods which have been employed 
in restoring the defects in the urinary bladder, either the result of operations 
demanding an extensive excision or in cases of congenital defect. He also 
reviews the results of implantation of the ureters into different portions of 
the intestine. 

The method which he has devised and successfully employed he describes 
as follows in giving the details of a successful operation : 

The intestine seems to offer the best substitute as material for the plastic 
formation of a new bladder wall, on account of the similarity of its structure. 
The abdomen was therefore opened above the ectopic defect and the ileum 
brought out. A portion about two inches in length was resected and the 
proximal and distal ends of the gut united by a circular enterorrhaphy. The 
portion resected was then divided longitudinaily opposite to the mesenteric 
attachment, and thus formed a rectangular flap, which was brought down 
and sewed into the defect in the bladder by a series of deep catgut sutures 
that did not include the mucous membrane, and a superficial or external 
Lembert suture. The abdominal wound was then closed and drainage of 
the bladder established by a permanent catheter. The resulting union was 
all that could be desired. The abdominal stitches were removed on the 
tenth day. A compress was arranged so that it pressed the urethra against 
the pubic bone, permitting the patient to retain his urine for three-quarters 
of an hour. Eight weeks.after the operation the patient could retain 25 c.cm. 
of urine while the stream had sufficient force to carry it a foot. 


Localization of Bullets by X-Rays.—Lucas (British Medical Journal, 
October 21, 1899) reports two cases in which bullets from a revolver were 
located by means of the X-rays with such precision that not only the bullet, 
but in one case its fragments and fragments of the bone carried with it were 
removed from the brain. The child in this instance was very much shocked 
at first, but recovered slightly. She was restless and irritable, and vomited 
every time any fluid was given her to drink. This continued three days, and 
made rectal feeding necessary. No paralysis or drainage to motor centres 
was indicated. The skiagraph showed that the bullet had been divided, and 
one portion had gone up to the apex. It was successfully removed with the 
skiagraph as a guide. The immediate effect of the operation was most 
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marked. Previous to it she had vomited everything and was rapidly 
emaciating, but from the time the bullet was removed the vomiting entirely 
ceased, the child took her milk with relish, and soon began to ask for more 
food. She recovered completely with no paralysis. 

In the second case the bullet entered the neck, passed behind the vessels 
and nerves, and embedded itself on the second cervical vertebra. From this 
position, shown in the skiagraph, it was readily removed. 


The Immediate and Remote Results of Surgical Intervention in Cal- 
culous Cholecystitis.—Lrsars (Rev. de Chir., November, 1899) reviewed his 
results in twenty cases of operation upon the biliary passages of calculous 
cholecystitis. 

Two operations were performed for infective cholecystitis the result of 
infection with the bacillus coli, which had supervened in cases of chronic 
cholelithiasis. In one case the operation was without avail, and the patient 
died from infection ; in the other the opening of the gall-bladder was followed 
by an immediate fall in temperature and progressive recovery. Drainage is 
the only rational treatment in these acute cases. 

The same is true in cases of empyema of the gall-bladder, The greatly 
distended bladder in one case was opened posteriorly, the drainage, however, 
sufficed to secure complete recovery. 

There are two principal groups of the chronic variety : those where pain is 
present and where it is absent. The diagnosis is easy in the first group. In 
the second the differentiation has to be made from cancerous disease. Ex- 
ploratory laparotomy is always advisable, even though a cancerous condition 
is found that is inoperable ; a cholecystostomy often affords the patient great 
relief. 

In cases where calculi are present there are three principal forms. 1. A 
large bladder; clear fluid; solitary calculus impacted in the neck of the 
bladder or in the cystic duct. These cases belonged to this class. In one 
the calculus was not found at the operation, but was discharged spontaneously 
into the dressings three weeks later. 

2. The second class: the bladder is filled with a great number of calculi 
varying in form and size, sometimes hundreds in number. In the twelve 
cases of this character he performed cholecystectomy in three cases and 
cholecystotomy in the remainder. Of these cases two died immediately, one 
from complicating cancer, the other from cachexia. Seven recovered com- 
pletely, the fistule closing after, in some cases, eliminating calculi that had 
not been found. They all have remained free from calculi for periods vary- 
ing from eighteen months to four years after the operation. One died two 
years after the operation from phlegmonous ulceration that apparently origi- 
nated in the bladder wall. The drainage resulting from the fistula is of great 
value in all these cases in its effect upon infection of the gall tracts. The 
three cholecystectomies are all well five years after the operations. 

8. Where the gall-bladder is retracted, thickened, and contains one large 
or a few small calculi, cholecystostomy followed by drainage has proved as 
effectual as in other cases, relieving marked cachectic symptoms and ameli- 
orating the unbearable pain. Operation is, therefore valuable in all these 
forms of calculous cholecystitis. 
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Hospital Contagion of Typhoid Fever.—Guinon (Revue Mensuelle des 
Maladies de ’ Enfance, December, 1899, p. 553) has already called attention 
(Ibid , January, 1898, p. 32) to the possibility of typhoid fever infection in 
hospitals, and reported three instances among children. This danger which, 
in his opinion, is more frequent than is generally supposed, has been con- 
firmed by later observations of Bourcy, Netter, Troisier, and others (Société 
médicale des Hépitaux, 1897). The three cases reported by Guinon occurred 
in a boys’ ward of the Hépital des Enfants-Malades, which was temporarily 
overcrowded by the closing of another ward. Three new observations are 
now reported from the same hospital, occurring in a girls’ ward in perfect 
sanitary condition, which had not been overcrowded except for about two 
weeks in August. 

1. A girl, aged eleven years, admitted August 25, 1899, for vomiting, with 
diarrhea. The diagnosis of mild apyretic gastro-enteritis was made. On 
September 4th she was discharged convalescent, after a sojourn of ten days 
in the hospital. On September 20th she returned with typhoid fever of six 
days’ duration. The disease had, therefore, begun about the 15th of Sep- 
tember, twenty-one days after her first admission to the hospital, and eleven 
days after her discharge. The author considered that the child had been 
infected in the hospital. 

2. A girl, aged ten and one-half years, was admitted August 16, 1899, for 
simple apyretic icterus, from which she rapidly recovered. She was dis- 
charged September 4th. She had, therefore, spent nineteen days in the 
hospital. On September 12th she returned with typhoid fever of four days’ 
duration. The disease had, therefore, begun on the 8th of September, or 
twenty-two days after admission to the hospital, and only four days after her 
discharge. 

3. A girl, aged fourteen and one-half years, was admitted May 13th for 
bronchitis, perhaps tuberculous; she remained until July 17th, more than 
two months, when she was discharged and developed the first symptoms of 
typhoid fever twenty-two days later. 

As to this last case the author admits that some difference of opinion may 
exist. If it is held that the period of incubation does not exceed three 
weeks, the child could have become infected just after leaving the hospital. 
If, however, the incubation may last a longer time, as he personally believes, 
the case must be considered one of hospital infection. The method of in- 
fection is not explained. The possible influence of drinking water was ex- 
cluded in the second and third cases, which are stated not to have drunk 


351 


352 PROGRESS OF MEDICAL SCIENCE. 


water and to have been confined to bed during their sojourn in the hospital. 
A fatal case of typhoid fever had occurred in the boys’ ward during this 
same period of service. 

[Other possible avenues of infection, such as the milk, for instance, seem 
to have received little consideration in seeking for the source of the disease 
in these cases. —ED. ] 

The Geographical Tongue in Childhood.—H. Béum (Sammlung klinischer 
Vortrage, 1899, No. 249) presents a résumé of a number of personal observa- 
tions and a very complete review of the literature upon this interesting con- 
dition. The following conclusions are drawn: The so-called geographical 
tongue is a relatively frequent affection during the first two years of life. In 
the great majority of cases it appears soon after birth, sometimes in the course 
of the first year, rarely later. The lesion may persist for years, disappearing 
for some time, and again reappearing. 

The most important conclusion of the study is that in two-thirds of the 
cases observed by the author there existed manifest signs of scrofulosis or 
even tuberculosis, in some instances with, in others without, hereditary 
antecedents. While this fact is very suggestive, the author thinks that 
further observations are needed to establish a distinct relationship between 
geographical tongue and tuberculosis. 

In several of the cases observed the affection disappeared in later child- 
hood after lasting several years, alternatingly disappearing and reappearing. 

This condition, which is essentially a catarrhal glossitis, behaves very 
much as the chronic catarrhs which are observed upon other mucous sur- 
faces of the scrofulous. 

In the cases collected the author found five which had died while under 
observation. Only one of these showed tuberculous lesions. While this 
seems to be opposed to the view advanced by the author, it really only 
serves to confirm the general rule that tuberculous lesions in the scrofulous 
are rare. 


The Relation Between Nocturnal Enuresis and Adenoid Vegetations. 
—A. GrONnBECH (Ugeskrift f. Lager, 1899, in Revue Mensuelle des Maladies 
de ? Enfance, December, 1899) calls attention anew to the probable existence 
of a relation of cause and effect between the embarrassment of respiration 
caused by adenoid vegetations and the occurrence of nocturnal enuresis. 
Out of 427 cases of adenoids, 61, or 14.3 per cent., were among children 
affected with incontinence of urine. In four of these cases there was simply 
a coincidence, since the enuresis spontaneously ceased without the slightest 
change in the condition of the nasopharynx. Thirteen cases were not oper- 
ated upon or were lost sight of very soon after operation, and five times the 
removal of the vegetations was without effect upon the incontinence. Of 
the remaining 39 cases the extirpation of the adenoids was followed in 26 
by disappearance, and in 11 by improvement of the incontinence; and in 
the remaining 2 cases a spontaneous cure of the nasal obstruction was fol- 
lowed by complete relief of the enuresis. 

Therefore in 9.1 per cent. of the cases of adenoid vegetations observed by 
the author there existed a clearly established relation between the pharyn- 
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geal growth and an incontinence of urine. Another fact in favor of Grén- 
bech’s theory is that the frequency of incontinence of urine among children 
in general appears to be much less than this figure. 

The mechanism of incontinence of urine in these cases has been very 
satisfactorily explained by an American observer, HUBER (Archives of Pedi- 
atrics, April, 1899, p. 260). Adenoids, he says, with or without associated 
nasopharyngeal catarrh, cause mouth breathing. The thirst in a measure 
is due to the parched state of the mouth and tongue; the child, frequently 
neurotic, yields to its desires, and to satisfy its thirst drinks more or less 
at frequent intervals. The result is evident in the large amount of urine 
secreted and passed. The true explanation is found in the changes in the 
blood and lymph circulation in the brain induced by the lesion in the nose. 
In consequence of these changes the blood is surcharged with carbonic 
dioxide or there is a deficiency in the amount of oxygen; the cerebral cir- 
culation is interfered with, and finally many products of cerebral tissue- 
metabolism accumulate in the brain to produce the symptom-complex to 
which the term “ aprosexia’’ has been applied. Such children are dull, 
stupid and backward, lacking in general innervation. They do not pay 
attention to their wants, and as the higher inhibitory centres are less acute, 
the bladder reflex is not respected, and incontinence follows. 

Saccharine Diabetes in an Infant.—Lr GenpreE (Société de Pédiatrie de 
Paris, November 14, 1899) reports a case of diabetes mellitus observed in an 
infant, aged twenty-two months, which was brought to him on account of 
increasing emaciation without loss of appetite or digestive trouble. There 
was no organic lesion found, except perhaps a slight increase in the size of 
the liver. During the examination the child became agitated and fretful, 
and the nurse gave it a glass of water, which she stated was the only thing 
that would quiet it. The baby drank so greedily thet the idea of diabetes 
was at once suggested. It was then found that in the twenty-four hours 750 
grammes of urine were secreted, which contained 13.87 grammes of sugar. 

Despite the substitution of a nitrogenous diet for a farinaceous one, and 
despite the usual treatment, the glycosuria increased, emaciation progressed, 
acetone appeared in the urine, and five weeks after the first recognition of 
the disease the child died in coma. 

The interesting ‘point in the observation is the absence of any cause ex- 
cept a bad family history in both parents. The paternal grandfather was 
gouty, the grandmother suffered from biliary lithiasis, and the father had 
been gouty from the age of twenty-eight years; the mother was a nervous 
arthritic, the maternal grandfather diabetic and cirrhotic, and the grand- 
mother also the subject of biliary lithiasis. An elder brother, born before 
the appearance of gout in the father, was in good health. The little patient, 
however, had been procreated at a time when the father was scarcely con- 
valescent from a gouty nephritis and the mother was recovering from some 
gynecological affection which had required curettement. Thechild was born 
at term and was well formed. He had walked and talked at the usual age, 
and had had no illness but an influenza with double otitis. The diabetes, 
the author thinks, can be attributed only to the double heredity and to the 
very peculiar circumstances of procreation. 
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The Treatment of the Plague.—Mr. JAMEs CANTLIE states that Haff- 
kine’s vaccine has been carefully tested, and tens of thousands of persons 
have been inoculated with it. The dose for prophylactic purposes is from 
one-half to three-quarters of adrachm. The symptoms which result from the 
inoculation are headache, nausea, lassitude, fever amounting to about 101° F., 
and swelling and pain at the inoculated part. All these effects pass off in 
a couple of days. By this injection the case-mortality has been reduced une- 
half and a really valuable agency has been added to our armamentarium. 
The length of time the inoculation renders a person immune has not yet 
been ascertained, but this is known, that the inoculated individual is practi- 
cally safe while the epidemic is raging, viz., from four to seven months. 
Segregation, isolation, and disinfection are the means adopted when this dis- 
ease breaks out in a community. In medicinal treatment symptoms must be 
the guide. Initial constipation with slight icterus calls for five grains of 
calomel, but in the intestinal type of the disease free purgation is not devoid 
of danger. The buboes may be poulticed, chiefly with the idea of relieving 
pain. The substance of the gland may be injected with a minim or two of 
carbolic acid, solutions of mercuric chloride, or potassium iodide, or surgical 
measures adopted. None of these modes of treatment has’ yielded such 
measure of success as to recommend themselves highly. To combat the 
tendency to heart failure the usual drugs are indicated : digitalis, strophan- 
thus, musk, camphor, ammonium carbonate, and alcohol. High temperature 
is to be treated by phenacetin in preference to either acetanilid or antipyrin. 
Delirium is to be relieved by sponging the body with warm water, cold ap- 
plications to the head, and hyoscine, one one-hundreth of a grain, given 
hypodermatically. The curative serum of Yersin has met with but little 
success in China and India, but in Oporto it reduced the mortality to ni/.— 
The Practitioner, 1899, vol. |xiii., p. 522. 


Ten Years of Typhoid Fever at Roosevelt Hospital.—Dr. W. H. THom- 
son recommends five grains of calomel and twenty-five of compound jalap 
powder if the patient is admitted before the end of the second week. This 
purge is repeated every third night until the close of the second week. Diar- 
rheea is not a contraindication, it being checked altogether in the majority 
of cases, and the character of the movements is improved. Apparently the 
temperature is lowered, the tongue grows moist. A mercurial cathartic acts 
as an effective gastro-intestinal antiseptic and lessens toxemia. The purge 
may be continued in the third week, stopping it when there is danger of in- 
testinal hemorrhage. Equal parts of milk and lime-water form the exclusive 
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diet until the fourth week. Dilution of the milk is requisite—the stomach 
often rebels against milk of full strength, when given continuously. Lime- 
water as a diluent is advised for its decided antiseptic properties. Farin- 
aceous gruels, preferably arrow-root, are added in the fourth week. Typhoid 
fever markedly reduces the normal gastric secretions ; digestive efficiency is 
greatly diminished. Pepsin is therefore given at three-hour intervals, ten 
grains, throughout the fever, and with it ten grains of bismuth subcarbonate. 
Either drug or both may be increased to twenty grains, as occasion demands. 
Bismuth is the most serviceable intestinal antiseptic. Dry tongue, stomatitis, 
pharyngitis, parotitis, otitis, and diarrhea are notable by their absence. 
Emaciation is prevented in large measure. On the advent of dry tongue 
ten to twenty minims of spirit of turpentine are given in emulsion every 
four hours. Circulatory weakness is treated with alcoholic and other cardiac 
stimulants, except digitalis. Intestinal hemorrhage is checked by silver 
nitrate, one-fourth of a grain ; opium, one-fourth of a grain ; resin of turpen- 
tine, nine grains, made into three pills, and one given every two to four hours. 
Five minims of solution of potash added to each pill aids in their intestinal 
dissolution. General toxemia requires the cold bath. Every three hours, 
if the temperature is 103° F. or over, a full bath is given, with active fric- 
tion of the whole body. Bath temperature varies from 60° to 80° F., de- 
pending on the effect on the body temperature and reaction of the patient. 
To lessen subsequent shivering one drachm of Hoffmann’s anodyne in camphor 
water is given. It may also be administered before the bath to asthenic 
patients. Artificial Nauheim salts and carbonic acid added to the bath un- 
doubtedly lessen the period of depression following the bath, and antipyresis 
is prolonged, probably through the general cutaneous stimulation of the 
salts and acid. A pound of sodium carbonate added to the bath increases 
the effect of the Nauheim salts. When albuminuria appears rectal irriga- 
tions of decinormal saline solution, four to six gallons, administered by Kemp’s 
rectal irrigator, several times daily are recommended. This measure is also 
advised in ali cases of fever with severe toxic symptoms, increased renal 
elimination resulting.— New York Medical Record, 1899, No. 1514, p. 694. 

[The statement is made that the cold bath doubles the uro-toxic coefficient. 
Inasmuch as at present there is no reasonably accurate method of determin- 
ing this all such claims are impossible of proof or disproof.—R. W. W.] 


Carbolic Acid.—Dorr. Guipo BAccELLI for more than ten years has em- 
ployed this substance in 4 per cent. aqueous solution in the treatment of 
various neuralgias, even the more resistant, as sciatica. When studying the 
mechanism of its action he found that it diminished the reflexes of the 
central nervous system and lowered the temperature. On account of the 
former he believed that it would prove to be useful in tetanus, and of forty 
patients treated in this way but one died. The details to be observed are : 
Subcutaneous administration in dose of from one-third to two-thirds of a 
grain every two or three hours until a daily amount of from six to twelve 
grains is reached. Not only do better results recommend its use, but it is 
more convenient, practical, and economical than antitoxin. Further, it 
assures antisepsis and local disinfection. Sero-therapy is effective only as a 
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prophylactic and when used at the moment when the toxin is produced.— 
La Riforma Medica, 1899, vol. iii., p. 315. 

Dorr. G. PInnA reports a single instance of cured traumatic tetanus by 
this method. In commenting upon this he cites the statistics compiled by 
Ascoli, which are as follows: One death and thirty-two recoveries, the 
above method having been employed. Eleven deaths, thirty-six cured by 
the serum of Tizzoni; thirteen deaths and twenty recoveries with Behring’s 
serum.—J/ Policlinico, 1899, No. 17, p. 427. 


Intestinal Antiseptics—Dr. i. Burney Yeo: The design and scope of 
such antiseptics are to control or prevent the development and antagonize 
the absorption of poisonous substances in the intestinal canal; in short, to 
prevent intestinal auto-intoxication. Morbid fermentation occurring in 
gastric dilatation is arrested by this class of drugs. In duodenal indigestion, 
when excessive fermentation occurs, causing pain and distention after taking 
food, and sometimes even catarrhal jaundice, intestinal antiseptics as thymol 
or menthol with rhubarb or calomel at short intervals are serviceable. 
Morbid conditions in general, depending on abnormal decomposition within 
the alimentary canal, require this class of drugs. In muco-membranous 
colitis they are useful. Benzoates, salicylates, and naphtol, fifteen grains in 
all, twice daily, are harmless and efficacious. There follows rapid deodoriza- 
tion of the solid and gaseous discharges from the bowel. Summer and infec- 
tive diarrhceas in children due to acute gastro-enteritis depending on morbid 
bacterial activity are greatly benefited by intestinal antisepsis. Systematic 
intestinal irrigation is a valuable adjunct. Such remote affections as 
arrhythmia with dyspnoea, severe chest pain, vertigo, may be due to intes- 
tinal auto-intoxication, and are to be treated accordingly. The large amount 
of aromatic sulphates excreted in the urine of patients suffering from per- 
nicious anemia suggests that there is excessive intestinal decomposition. A 
hemolytic poison is thus generated ; intestinal antiseptics are thus indicated 
as the rational treatment. Chlorosis is benefited by purgatives, their anti- 
septic action is serviceable. A recent suggestion is that uremia may be due 
to toxic matters formed in the intestine, absorbed by the blood, and inability 
of the kidneys to excrete them. Purges and milk diet are recognized as 
valuable in this condition. Cholera is often treated by intestinal antisepsis. 
The treatment of dysentery by evacuants and antiseptics is gaining in favor. 
Typhoid fever likewise is antiseptically treated by many. Boiled water, fre- 
quently given in small quantities, twice an hour, dilutes toxic matters, washes 
away débris of decomposing food, dissolves toxins attached to formed elements, 
and increases blood pressure (Grancher). A moderate dose of calomel early 
in typhoid fever is advised, to be twice repeated during the first ten days. 
Bismuth is valuable also as an antiseptic, and by coating the mucous mem- 
brane (large doses) hinders absorption of toxins. A chlorine mixture is 
preferred to all others ; its composition is not stated. The text-book state- 
ment of the decomposition of salol is doubtful. Salicylic acid disinfects the 
urine. It is found therein. A combination of eucalyptol, creosote, and 
turpentine mixed with a powder (cinnamon) and made into a paste with 
honey, and enclosed in capsules, is not absorbed in the stomach, and passes 
intact to the intestines. 
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Dr. VAUGHAN HARLEY and Dr. Francis GoopBopy conclude from ex- 
periment that high irrigation diminishes intestinal putrefaction. Large 
doses of calomel are followed by much bile in the intestine ; in addition to 
its cholagogue action calomel checks the conversion of bilirubin into 
urobilin. Conclusions drawn are: 1. Estimation of the amount of aromatic 
sulphates daily eliminated in the urine gives a fair idea of the amount of 
intestinal putrefaction, provided aromatic substances are not being admin- 
istered. 2. Rectal irrigation decreases the aromatic sulphates in the urine, 
and hence diminishes intestinal putrefaction. 3. A mild aperient is an 
intestinal antiseptic, decreasing the amount of aromatic sulphates in the 
urine. 4, Calomel does not, given in smal] doses, diminish aromatic sul- 
phates in the urine sufficiently to consider it an intestinal antiseptic, when 
these sulphates primarily are small. But when there is an increase in intes- 
tinal putrefaction small doses do act as an intestinal antiseptic.— The British 
Medical Journal, 1899, No. 2027, p. 1200. 

Urotropin in Posterior Urethritis—Mr. GERALD DALTON reports five 
instances showing most decided and marked benefit which must be referred to 
this remedy alone. The local and other treatments improved matters up to 
a certain point, and then apparently became useless, a state of affairs unfort- 
unately only too common in the cure of these troublesome complaints. In 
two other instances doubtful relief was obtained, due, however, in both to the 
patient’s neglect of treatment and lack of abstinence from alcohol. While 
in several other patients, now under observation, a complete cure has not yet 
resulted, in no case can a complete failure be recorded. The amount em- 
ployed was from seven to ten grains thrice daily. There was entire disap- 
pearance of symptoms in from nine to twelve days. The remedy is best 
administered well diluted in carbonated water.— The Therapist, 1899, vol. ix. 
p. 259. 

Strophanthus. —Dorrt. A. PISANI reports that this remedy really increases 
arterial blood-pressure, and this increase is exclusively due to its cardio- 
tonic action. The increase appears in from a few minutes to some hours. 
At the same time the pulse-rate diminishes from five to twenty beats each 
minute, and the sphygmographic tracing, while retaining its general char- 
acteristics, is amplified and regulated as to its rhythm. It is concluded that 
strophanthus acts upon the myocardium without influencing the vasomotor 
system, and is especially indicated for atonic myocarditis and myocarditis of 
slight or moderate intensity, so long as the greater portions of the muscular 
fibres remain capable of stimulation.— Gazzetta degli Ospedalie delle Cliniche, 
1899, No. 109, p. 1156. 


Treatment of Melena Neonatorum.—Dr. ALBERT GUTMANN reports 
that a child, thirty-six hours after birth, passed about eight ounces of blood 
by the bowel. Three sheets of commercial gelatin were dissolved in eight 
ounces of water, boiled for a few minutes, and, after cooling, one-half given 
per os, the remainder by enema. So soon as the enema was expelled some 
blood, which was doubtless in the bowel, followed. After this there was no 
further hemorrhage. The prompt action and harmlessness of this remedy 
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suggests its employment for similar conditions.— Therapeutische Monatshefte, 
1899, Heft 10,8. 552. 


Diabetes Mellitus.—Dr. J. M. ALLEN calls attention to the great preva- 
lence of chronic inflammation and ulceration of the duodenum preceding 
diabetes. These conditions in the duodenum affect the secretions of its 
glands; the metabolism of starch to glycogen is hindered, and glucose re- 
mains in such large quantities that it is excreted by the kidneys ; or periph- 
eral irritation, by reflex action, affects the nutrition of the nerve-centre pre- 
siding over the conversion of starch to sugar (located near the duodenum). 
This reflex irritation, if continued, produces structural changes in tissue. 
Treatment based on this latter view is as follows: Permit only such food as 
the stomach will digest, giving the duodenum rest, and thus preventing 
physiological hyperemia. Thus is removed one source of irritation (hyper- 
semia) to the inflamed duodenum. Intestinal germicides, as creosote, zinc or 
soda, sulphocarbolates and others, are indicated. Hydrastis and salol to- 
gether are recommended as stimulant and alterative to the mucous mem- 
brane. To control reflex irritation one-fifteenth to one-tenth grain of mor- 
phine three times daily, or aqua chloroformi, is useful. Anzmia of the nerve 
centres is usually present and requires strychnine (nitrate), one-fortieth to 
one-sixtieth grain thrice daily. Iron preparations and cod-liver oil are to 
be avoided among the tonics ; bitters or phosphate of lime or soda are pref- 
erable. Hyperacidity and hypersecretion due to reflex irritation originat- 
ing in the duodenum is often present, and keeps the chyme acid after its 
reception into the duodenum. Accompanying this condition is an increase 
in glycosuria. Potassium bicarbonate, twenty grains, largely diluted, after 
eating, diminishes acidity. Following its exhibition is a decrease in the 
glycosuria and amount of urine. Creosote, one-third of a drop; tincture of 
nux vomica, ten drops; saw palmetto, one drachm, given together, are 
recommended as a tonic and mucous membrane stimulant. Retrograde 
tissue metamorphosis is thus lessened. Hygienic surroundings, baths, and 
massage, with no mental or physical work, are necessary adjuncts in treat- 
ment. Several patients were apparently cured by the above treatment. 
Many were benefited, there being a decrease in quantity of sugar and amount 
of urine.—Journal of American Medical Association, 1899, No. 18, p. 1070. 

Headaches and their Treatment.—Dr. T. LaupER BRUNTON discusses 
their etiology and groups the methods of treatment accordingly. Supply the 
brain with healthy blood and remove toxins absorbed from the intestines by 
means of ‘ blue pill’’ and “‘ black draught.” Salicylic acid and its salts are 
powerful cholagogues, and are best given with potassium bromide, twenty or 
thirty grains of each; they act better together than either drug alone. When 
the headache is violent and often repeated, salicylates are indicated in small 
doses three times daily. Depression and weakness resulting are avoided by 
adding half a drachm of aromatic spiritof ammonium. Drugs of the salicylic 
acid class when taken long tend to cause anemia, and a little iron should be 
added. Drugs like antipyrin should be given before the headache becomes too 
severe, for when it is severe absorption from the stomach is arrested. Often a 
first dose acts admirably, while later ones are inert. By these drugs pain is 
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dispersed throughout the cord, and does not reach the brain centres for pain. 
Sometimes in intense headache the pain is increased by these drugs, it being 
disseminated through the various pain channels, and thus succeeding in 
reaching the brain. Caffein is useful, acting more on the posterior columns 
of the cord. Subcutaneous morphine injections temporarily relieve, but 
should be avoided because of the danger of the opium-habit. Protracted 
pain in the head will sometimes yield to cannabis indica, other drugs failing. 
The tincture is preferable, ten minims thrice daily. Headache caused by 
periosteal inflammation due to gouty, rheumatic, or syphilitic irritation, is 
best treated with potassium iodide in small doses, gradually increased. 
Migraine is probably caused by a contraction of some of the bloodvessels, 
with dilatation of others; accompanying this is the stretching of various 
nerve fibres within the vessels. Pressure on the carotid artery of the affected 
side relieves the strain, and immediately lessens the pain. Non-nitrogenous 
diet appears to lessen the rate at which deleterious matters accumulate in 
the biood in patients suffering from headache due to disordered nutrition, 
thus increasing the intervals, and finally no headache occurs. Errors in 
refraction and accommodation should be corrected. Caries of the teeth often 
is a cause of headache. Obstruction of the pharyngeal end of the Eus- 
tachian canal and of the various sinuses of the head should be treated. 
Where intraocular tension is increased and continues between the attacks of 
headache, glycosuria may be the cause. 

Dr. J. W. Tyson: Headaches associated with high arterial tension re- 
spond well to combinations of gelsemium with sodium salicylate. 

Dr. S. T. MULLICK strongly recommends galvanism in neurasthenic 
headache.—British Medical Journal, 1899, No. 2027, p. 1241. 

Dr. A. Hara divides headaches into: 1. Temporary. 2. Chronic. 3. 
Paroxysmal or recurrent. Temporary headache is usually due to alteration 
of pressure inside the skull or in the membranes. As these pass away so does 
the pain ; an ice-bag is often serviceable. Chronic headache is due chiefly to 
new growths on the skull or membranes, or within them, and to neuralgia, 
which is often another name for inflammation and pressure about the teeth. 
New growths must be treated either surgically, or if specific, with antisyphi- 
litic remedies. The neuralgic form requires that the teeth be cared for; 
quinine also may be serviceable, together with purges, lowering blood-press- 
ure. Paroxysmal headache is due to fluctuations in the excretion of uric 
acid, which is stored in excess in the blood. Treatment consists in avoiding 
food or drink containing uric acid or xanthin—i. e., no animal foods except 
milk and cheese; vegetable substances rich in alkaloids (as tea and coffee) 
are barred; in not taking more nitrogenous food than physiology requires 
—i. e., enough albumin to produce three to three and one-half grains of urea 
for each pound of body-weight, but no more; in clearing out uric acid 
accumulations in the body—this is usually accomplished by the change in 
diet, but occasionally salicylates are required to aid in elimination. Follow- 
ing these changes in living there is a distinct diminution both in frequency 
and severity of headaches in a few weeks, occurring one-tenth as often after 
a year, with corresponding decrease in severity. Resumption of uric acid 
ingestion is followed by return of the headaches. As the headaches im- 
prove, quickening of capillary circulation and fall of blood-pressure through- 
out the body follow.— The British Medical Journal, 1899, No. 2027, p. 1246. 
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Abdominal Hysterectomy for Cancer of the Uterus.—PicquE and MAn- 
CLAIRE (Annales de Gyn. et d’ Obstétrique, June, 1899) believe that simple 
vaginal hysterectomy is not the most radical method of dealing with cancer 
of the uterus. In order to remove all the disease the operation must not 
only be undertaken as early as possible, but must be thorough, involving 
the removal of all the affected lymph-glands. ‘This can be accomplished only 
by the abdominal route. The procedure is lengthy and not free from danger, 
on account of the proximity of large vessels. Preliminary ligation of the 
uterine arteries at their point of origin affords the best method of hemostasis. 
The operative mortality in the abdominal operation is four times as great as 
in vaginal hysterectomy. 

As regards the ultimate results, sufficient data have not yet been collected 
to speak positively. Moreover, the technique has not been perfected. It 
must be remembered that the thorough removal of carcinoma foci from the 


pelvis is a far different procedure from the dissection of the axilla or the 
neck, but if the more dangerous operation increases the chances of the radical 
cure, the surgeon should not hesitate to perform it in every suitable case of 
uterine cancer. 


Occlusion of the Tubes by Ligature.—FRAENKEL (Archiv fiir Gyndkologie, 
Band lviii., Heft 2), as the result of experiments on animals and observations 
on the human subject, concludes that after simple ligation of the Fallopian 
tube the lumen may again become patent, so as to allow the escape of fluids 
into the peritoneal cavity or the passage of ova and spermatozoa. The 
only way to insure permanent occlusion is either to suture the mucosa and 
muscular layer separately, and to cover the stump with peritoneum, or else 
to excise the entire tube at its origin from the uterine cornu. The latter 
procedure alone secures the patient against the chance of subsequent concep- 
tion in cases in which this result is desirable. 

Inversion of the Uterus by Neoplasms.—ALEXANDER (Archiv fiir Gyné- 
kologie, Band lviii., Heft 2) mentions the following conditions under which 
this may occur: 

1. Inversion may take place in an atrophic uterus, in which the muscular 
tissue has lost its elasticity and power of contraction, purely from the weight 
of the tumor, assisted by intra-abdominal pressure. 2. It may occur in a 
healthy organ, in which the cervical canal has become dilated by retraction 
of the cervix above the lower portion of the growth, with accompanying loss 
of tone of the uterine wall at its base. 3. In a normal uterus inversion may 
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take place without dilatation of the cervix and partial extrusion of the tumor 
in consequence of atony of the muscular wall at its base. 


Cancer of the Urethra in the Female.—EHRENDORFER (Archiv fiir Gynd- 
kologie, Band lviii., Heft 3) concludes, from a critical study of this subject, 
that cancer of the urethra is a rare affection. The glandular variety is found 
in the urethral canal, while the epithelial form originates at the meatus and 
its neighborhood. The latter, which the writer terms vulvo-urethral, extends 
early to the urethra, and does not invade the surrounding parts so widely as 
epithelioma developing in the vestibular region. It is possible to make these 
distinctions only in the incipient stage of the disease. Whether different 
lymph-glands are affected in the urethral and periurethral malignant disease 
has not been definitely established. 


Plastic Operations versus Shortening of the Round Ligaments in Pro- 
lapsus.—STAEDLER (Archiv /. Gyndkologie, Band lviii., Heft 3) thinks that 
it is unscientific to endeavor to cure prolapsus by amputating the cervix 
uteri and performing anterior and posterior colporrhaphy. Removal of the 
cervix not only does not reduce the size of the uterus, but may result in a 
serious complication should the patient subsequently become pregnant. 
Removal of mucous membrane and fibro-muscular tissue from the vaginal 
walls destroys their natural elasticity, and the cicatrices which remain 
become overstretched during labor, so that the condition is the same as 
before operation. Shortening of the round ligaments, combined with Tait’s 
method of perineorrhaphy, meets all the indications more satisfactorily, 
especially in women at the child-bearing age. 


Metabolism After Removal of the Ovaries.—FA.k (Archiv f. Gynikologie, 
Band lviii., Mleft 3), from experiments on dogs, finds no support for the theory 
that castration influences the excretion of phosphates, as held by Curitulo 
and Tarulli. He believes that further investigations are necessary before the 
question of the so-called internal secretion of the ovaries can be settled. 


Angiotripsy.—The universal interest felt in Doyen’s method of controlling 
hemorrhage by the angiotribe, instead of by permanent clamps and liga- 
tures, is shown by the number of improvements of his original instrument 
which have been suggested, no less than three being described in the Cen- 
tralblatt fiir Gynikologie, 1899, No. 37. 

In the same journal VAN Rossem details a series of experiments with 
Hoeffteke’s modification of the angiotribe. In these the femoral arteries of 
rabbits were isolated and clamped for two or three minutes, no bleeding fol- 
lowing its removal. In several instances the aorta was compressed for five 
minutes. After relaxing the pressure there was no hemorrhage, while the 
heart continued to beat vigorously. Subsequent microscopical examinations 
showed that the lumen of the aorta was entirely obliterated, the opposed 
endothelial layers being adherent, while the vessel wall was uninjured. The 
tissues preserved their normal appearance, while on either side uf the com- 
pressed area were large lymph-spaces containing the lymph which had been 
forced out by the pressure. In none of the specimens was there any injury 
to the wall of the vessel. 

VOL. 119, NO. 3.—MARCH, 1900. 24 
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The writer infers that the longer the pressure is maintained the less is the 
danger of hemorrhage. The results are better when the vessels are not 
isolated, but are compressed with the surrounding tissues. With the 
greater perfection of the instrument it is probable that the hemostasis will 
be still more perfect. 

Adenomyoma of the Uterus and Tubes.—NeuMANN (Archiv f. Gynikolo- 
gie, Band lviii., Heft 3) concludes that the intramural and subserous portions 
of adenomyomata of the uterus and tubes are probably derived from the 
embryonic remains of the Wolffian body and Miiller’s ducts. Adenomyoma- 
tous polypi of the uterine cavity develop from the former, while tubal growths 
spring from the parovarium. The abnormal glands and cysts found in the 
ovary develop from the primitive kidney. 


Salipyrin in Gynecology.—BEUTTNER (Centralblatt fiir Gyniikologie, 1899, 
No. 37) finds that this drug is indicated in all cases of menorrhagia and 
metrorrhagia, except those due to malignant disease, large uterine neoplasms 
and abortion. It is also useful in climacteric and post-partum hemorrhages, 
in threatening abortion, and in dysmenorrhea. Various experiments were 
conducted on rabbits and frogs, with the view of determining the exact action 
of the drug, but no definite results were obtained. 


Subperitoneal Hysterectomy.—JaBouLay (Lyon Médicale, 1899, No. 37) 
describes the following method: he usual median incision is carried as low 
as the symphysis, but without opening the peritoneum. The latter is then 
pushed upward at the side of the bladder until the broad ligament is reached, 
when the ureter and uterine artery will be seen, the latter being ligated. 
Lifting the peritoneum still higher, the anastomosis between the uterine 
and ovarian arteries is secured and the round ligament divided. The same 
procedure is followed on the opposite side. The bladder is separated from 
the uterus from below upward, and the cervix uteri is then freed from the 
vagina and drawn upward and forward. The tubes and ovaries are then 
detached, the peritoneal cavity opened, and the uterus removed. The small 
transverse opening in the peritoneum is sutured and the cavity of the wound 
is drained into the vagina. 

The writer has employed this method with success in several cases, and 
believes that it greatly diminishes the risk of sepsis, and prevents hemor- 
rhage during the operation as well as facilitates the removal of diseased and 
adherent adnexa. 

A Common Form of Sterility—In an elaborate paper on this subject 
concluded in La Gynécologie, August 15, 1899, LEFEVRE states that in three- 
fourths of the cases observed by him sterility could fairly be attributed to the 
following combination of pathological conditions: Endocervicitis, stenosis 
of the os externum, acute anteflexion and abnormal depth of the posterior 
vaginal fornix. In order that treatment may be successful it is necessary 
to correct all these abnormalities by curettement, incision of the cervix, 
straightening of the uterus, and “ retrocervical’’ colporrhaphy. 
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Torsion of the Fallopian Tubes.—Prarcer (Archiv Gyndkologie, Band 
lviii., Heft 3) collected twenty cases, to which he adds two which came under 
his own observation. He explains this relatively small number by the fact 
that the pedicle is rarely sufficiently long to allow it to become twisted. In 
order that this accident may occur it is also necessary that there should be 
a cyst or neoplasm of the tube confined to the distal portion, and that no 
adhesion should be present. Torsion is accordingly most common in con- 
nection with hydrosalpinx. As regards the immediate causes of torsion, 
these are the same as in the case of ovarian tumors. Hemorrhage into the 
tube and sac result, as in ovarian cysts; the blood may escape into the peri- 
toneal cavity. Necrosis, infection, and peritonitis occur secondarily. The 
clinical symptoms, prognosis, and treatment are practically the same as in 
ovarian tumors. 
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Vaginal Cesarean Section.—Diurssen (Berliner klinische Wochenschrift, 
1899, No. 6) reports the caseof a woman suffering from fatal cardiac lesion, 
who was pregnant, and in whom the cervix was undilated and the mouth of 
the womb closed. As it was feared that the mother would die before the 
child could be delivered, Diihrssen performed vaginal Cesarean section. 
The result was the delivery of a living child, followed by the speedy death 
of the mother. The operation consumed but twenty minutes, and the child 
was delivered in five minutes after the beginning of the operation. 

Post-mortem examination showed that the patient perished from advanced 
mitral disease, accompanied by rapid dilatation of the ventricles. Diihrssen 
considers this method of operating most advantageous when delivery must 
be very rapidly accomplished. 

The Clinical Study of Puerperal Fever.—In Mermann’s clinic PEISER 
has investigated a series of cases in which no vaginal douche nor intra-uter- 
ine douche was given either before or after labor. The number of cases was 
2701. In so far as possible no vaginal examination was made, but pelvim- 
etry, palpation, and auscultation were carefully practised. Most strict exter- 
nal antisepsis was carried out, and nurses and attendants were changed as 
seldom as possible to avoid confusion. 

The practical conclusions from his cases, which include operative as well 
as normal births, are strikingly in favor of the treatment employed. The 
mortality was 0.55 of 1 per cent. from all causes, When these cases were 
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analyzed it was found that none of them had been infected in the hospital, 
and of these only a small portion died of septic infection. The writer 
believes that stringent sepsis, omitting all interference with the genital 
organs, gives the best possible results.—Archiv fiir Gyndkologie, 1899, Band 
lviii., Heft 2. 

A Comparison of the Results of Symphysiotomy and Cesarean Section. 
--In the Archiv fiir Gynikologie, 1899, Band lviii., Heft 2, ABEL gives the 
results of the Cesarean operations and symphysiotomies in Zwiefel’s clinic 
at Leipsic for seven years. Fifty-two Cesarean operations were performed 
and twenty-five symphysiotomies. 

In judging of the permanent results of symphysiotomy it is noticed that 
the slowest recoveries occur in those cases in which there is a decided 
disproportion between the size of the child and the pelvis. The sym- 
physis was closed in some cases with catgut, in others with silk, and in others 
with wire, while no suture material was employed in some. It was found 
that cases treated without sutures did better than the others. Some motion 
remained in the joint after operation, but not enough to interfere with the 
patient’s movements. The healing of the soft parts had a greater influence 
upon the recovery than union in the symphysis itself. None of these 
patients had the slightest inconvenience in walking or in working afterward. 
In most of them the pelvis was larger than before the operation. 

The results of Cesarean section were equally good. Hysterectomy was 
not performed, but the uterus was sutured and allowed to remain. In 
repeated Cesarean sections it was sometimes unnecessary to open the peri- 
toneal cavity because of adhesions between the uterus and the wall of the 
abdomen. Repeated Cesarean sections were successful and followed by 
quicker recovery than the first. 

As regards the children born by these operations, there was nothing in the 
mde of birth which affected the child. Many of them, however, were born 
of unmarried mothers, and having little care perished from lack of proper 
nutrition. 

When the results of the two operations are compared, both are found 
equally good. Abel also raises the question as to whether the power of 
procreation should be removed in patients with highly contracted pelves 
upon whom an operation is necessary for the delivery of the child. Unless 
the patient requests this it should not be done, in view of the success attend- 
ing repeated Cesarean sections and symphysiotomies. 

Pregnancy and Myoma of the Uterus.—In the Centralblatt fiir Gynd- 
kologie, 1899, No. 34, CROBAK reports a case in which he performed total 
extirpation of the uterus for pregnancy complicated by a myoma as large as 
a child’s head. An attempt was made under anesthesia to push the tumor 
up out of the pelvis, but this was followed by symptoms of peritonitis, and 
Cesarean section and hysterectomy were at once performed. Mother and 
child made good recoveries. Schauta also reports two cases in which preg- 
nancy was complicated by these tumors. In the first, operation was per- 
formed because the tumor grew rapidly and occasioned great suffering. In 
the second the myoma was in the cervix, and was an obstacle to birth. 
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Réntgen ray pictures were taken of both cases, and serve to illustrate the 
diagnosis of the position of the tumor. In each case the uterus was entirely 
removed, and the only difficulty experienced lay in the great blood-supply, 
which required careful control. 


A Case of Congenital Diastasis of the Symphysis Pubis.— At a recent 
meeting of the Obstetrical Society of Vienna, ScHAuTA reported a very 
interesting and rare case: The patient had a separation of the symphysis 
pubis of 2 cm., which was congenital. The bladder, however, was normal, 
which is not common in these cases. When the symphysis is deficient the 
bladder is almost always only partly developed. The patient gave no history 
of illness or injury, and had borne one child in normal birth without compli- 
cations. She made a good recovery from this labor, and had no difficulty in 
walking either before or after labor. She had never had pain in the region 
of the pubis. There was no evidence that caries had ever attacked this joint. 
On examination the separation could be plainly felt, and the ends of the 
symphysis seemed rounded. The pelvis was symmetrically contracted, 
although not excessively so. There were no signs of rickets. 

In the discussion upon this remarkable case Ludwig recalled a patient 
who had placenta previa and rupture of the uterus, with separation of the 
symphysis. The patient died in labor, and the ends of the joint were found 
separated 2cm. It was thought at the time that this condition of the joint 
produced a pathological fixation of the uterus, which favored its rupture 
during labor. The deformity had existed in this patient for some time, 
although she had had no difficulty in walking, and gave no history of illness 
or injury. When the joint was carefully examined and the tissues were 
dissected a latent tubercular process was discovered in the joint. The joint 
surface had become a cheesy material enclosed in a fibrous sheath. 

Braun recalled a traumatic separation of the pubis of from 2 to 2.5 cm. 
occurring during labor. The recovery of the patient was slow, and four or 
five months elapsed befure she could walk readily, wearing a double bandage. 


The Various Sorts of Streptococci and Their Action in Disease.—In 
the Monatschrift fiir Geburtshiilfe und Gynikologie, Band ix., Heft 6, 1899, 
MENGE and KRoeENIG contribute a paper giving the results of very inter- 
esting researches upon this important subject. It is evident that while 
many bacteria have been isolated, we still lack positive information regard- 
ing the virulence of species and also the conditions which especially arouse 
these germs to fatal activity. The writers have found that there are differ- 
ent forms of streptococci which in shape, arrangement, and facility to take 
color resemble each other very much, but which in culture growth and in 
resisting power to the oxygen of the atmosphere show marked differences. 
These properties remain constant with the streptococci through repeated 
cultures, as well as in a single culture. When the resistance which these 
germs offer to the oxygen of the air is considered they may be divided into 
two classes: First are those anaérobic streptococci which behave uniformly 
under the usual conditions of their environment. The other class consists 
of those which take a different.action under varying circumstances, 
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The susceptibility of the first class of streptococci is very great. They 
flourish in liquid and in constant media only when present in large masses, 
which make sure the condition of anaérobiosis. Among these are those strep- 
tococci which when grown upon artificial material produce decomposition 
with offensive odor. These same germs are sometimes found as saprophytes 
in the vaginal secretion. In the first class are also those which as genuine 
parasites invade the human organism and show considerable vigor. Other 
germs of this class as parasites are found in human connective tissue in 
purulent peritonitis. At the point where these germs take their origin they 
are usually found divided into the two classes described. Later in their 
development symbiosis is present, and both sorts are found together. Both 
varieties of streptococci have been observed in the connective tissue of the 
human body in purulent parametritis, and in the local secretion from the 
uterus. In artificial culture media it is also possible to produce the phe- 
nomena of symbiosis. 


A Case of Extreme Anemia in Pregnancy.—SanirTeEr reports, in the 
Centralblatt fiir Gynakologie, 1899, No. 19, the case of a patient in the seventh 
month of pregnancy, who was taken, without apparent cause, with a rapidly 
progressing anemia. In two weeks’ time she had been greatly reduced in 
strength and had pronounced and serious symptoms. She was exceedingly 
hydremic, the percentage of hemoglobin was reduced to 30, the leucocytes 
were greatly increased, and the number of red cells were reduced to one-sixth 
of the usual quantity. Many abnormal forms of red cells were present. There 
was no enlargement of the spleen or of the lymphatic glands. There was 
also no evidence of impairment of the kidneys or of the heart. The patient 
passed from observation, so that the ultimate issue of the case could not be 
determined. 

The Avenues of Septic Infection in the New-born.—<An interesting mono- 
graph upon this subject by FiscHL, of Prague, was published by Breitkopf 
& Hiirtel, Leipsic, 1898, No. 220. The writer believes that septic infection 
may gain entrance to the fetus through the placenta, the amniotic liquid, 
and the entire birth-canal before the birth. After the child is born the air 
of the room, the child’s nourishment, the hands and instruments of those 
who care for it, its bath water and incubator may furnish contagion. For 
this reason it is best not to put the child into a bath until the umbilicus has 
healed. The mother’s breast is usually an efficient filter for any germs which 
her milk contains, with the exception of a few, such as the diplococcus of 
pneumonia. 

The most usual point of entrance for septic infection in infants is the um- 
bilicus, Next after this come wounds of the skin received during birth, or 
some operation, as circumcision, eczema, syphilitic eruptions, and intertrigo. 
The conjunctiva is the mucous membrane most easily affected, while the nasal 
passages very rarely furnish a general and serious infection. The mouth, the 
respiratory tract, and the gastro-intestinal tract are often the starting-point 
for a general infection of serious nature. There is very frequently an absorp- 
tion of toxins from these situations. It is rare for general infection to origi- 
nate in infants in the genito-urinary organs. 
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Pathological Relations of the Eyes and Teeth.—Dr. LaGLeyze (Buenos 
Ayres) has made an extended study of this subject, collating more than one 
hundred separate papers bearing upon it, which have been written within 
the present century. He concludes that there exist pathological relations 
between the teeth and the visual apparatus ; but that some oculists have an 
exaggerated idea of the frequency of disturbances of vision due to dental 
disease. One should examine carefully the cavities immediately adjoining 
the orbit, and exclude diathetic and general conditions, and disease of other 
distant organs, before advising radical dental operations. Even if a dental 
lesion exists it may be only coincident; or a trigeminal neuralgia may be 
felt in both the eye and the teeth. 

Dental lesions may give rise to reflex disturbances of the visual appa- 
ratus; or inflammations may extend from the teeth to the orbit by continuity 
of tissue. All the teeth, although very rarely the lower, are capable of caus- 
ing ocular disturbances. Periostitis and caries of the alveolus, and disease 
of the first molars and the premolars of the upper jaw are most likely to 
cause ocular lesions.— Archives d’ Ophthalmol., May, 1899. 


Treatment of Serpiginous Ulcer of the Cornea.—A. ScuuLtz (Berlin) 
employs the following: The eye is first thoroughly cleansed with a 1 : 5000 
solution of corrosive sublimate. If the ulcer is small, the further treatment 
is by the instillation of atropine and of chlorine water, bathing with warm 
solutions of corrosive sublimate or of boric acid, and the application of a 
moist dressing. Atropine is used very freely at first, sometimes conjointly 
with scopolamine, to obtain the greatest mydriasis possible. 

Chlorine water is used as an antiseptic collyrium in all forms of suppur- 
ative keratitis. The solution used should be perfectly fresh, because after 
long standing it loses its efficiency and becomes an irritant. It is usually 
instilled simultaneously with atropine, sometimes hourly. In large ulcers 
with much secretion iodoform is also used ; but this is not equally tolerated 
by all patients. A pledget of cotton wet with a 1: 5000 solution of corrosive 
sublimate is commonly laid on the eye, covered with a piece of rubber tissue, 
over this a layer of dry cotton, and then a bandage is applied. When corro- 
sive sublimate is not well borne, boric acid may be substituted. About half 
of all the cases recover under this treatment. It is important to remove 
immediately any disease of the lachrymal sac if present.—Arch. d’ Ophthal- 
mol,, September, 1899. 
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Toothache from Insufficiency of the Internal Recti Muscles.—M. Nev- 
SCHULER (Turin) reports the case of a medical student, otherwise healthy 
but with all the evidences of insufficiency of the internal recti muscles, who, 
on attempting to read, experienced a sense of heat and pain which gradually 
extended throughout the orbit, thence to the superior maxilla and through 
the teeth, becoming so painful that the reading had to be stopped. He was 
given correcting glasses for distance, and for reading, prisms of 2° with the 
base toward the nose were added. These enabled him to continue his 
ordinary work without any more trouble of the kind. Another case is cited 
in which the toothache occurred when playing the piano, and lenses with 
prisms of 4° base toward the nose gave complete relief. But the aching 
promptly recurred on attempting to play without the glasses.—Recueil 
@ Ophthalmologie, August, 1899. 

[In both of these cases there seems to have been some error of refraction, 
which was also corrected, but which is not mentioned as a cause of the pain. 
While eye-strain through insufficiency of the interni may have the same 
effects, strain of the ciliary muscle through faults of focus is the more com- 
mon condition.—ED. ] 


Sarcoma of the Uveal Tract.—C. D. MarsHaLu (London) reports upon 
fifty-eight cases, all seen at the Royal London Ophthalmic Hospital since 
1891. In fifty-six cases the eye only was enucleated, and in two enucleation 
was followed in a few days by extirpation of the contents of the orbit. Of 
thirty-four of these cases known to be alive, eleven have lived from three to 
seven years without recurrence. Of twelve patients known to have died, six 
are known to have died of a recurrence of the disease. Marshall also carries 
on the history, so far as it could be learned, of the survivors of the one hundred 
and three cases reported by Lawford and Collins in 1891. Of these, six are 
known to be living without recurrence after periods of eight to seventeen 
years. Of the fifty-eight patients that are known to have died, thirty-four 
died of recurrent disease. In six cases the period of survival, before death 
from a recurrence of the growth, was from three to six years. Marshall 
points out that we should avoid drawing any arbitrary line, such as a three- 
years’ limit, of recurrence. —Royal London Ophthalmic Hospital Reports, vol. 
xv., Part I. 

[On these statistics, which are the best we have on the subject, one can 
safely base the opinion that early removal of intraocular sarcoma lengthens 
the patient’s life, beside making it more comfortable. But, considering that 
the average age of these patients is fifty-five years, it cannot be held that any 
period of survival renders immunity from recurrence certain.—ED. ] 


Diplo-bacillus Conjunctivitis.—J. W. Eyre (London) states that the 
diplo-bacillus of Morax and Axenfeld produces a lesion perfectly definite 
and distinct even as to its clinical aspect. There is a small quantity of 
whitish or grayish mucous-like discharge noticed in the corners of the eves 
during the day, and slight gumming together of the lids in the morning. 
There is usually some irritation and smarting of the eyes and perhaps 
watering toward evening ; and there may beslight photophobia and inability 
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to continue close work long by artificial light. On examination small con- 
cretions of the discharge are found on the roots of the lashes, on the lid 
margins or at the inner canthus. The bulbar conjunctiva is but slightly 
injected ; but the palpebral conjunctiva, particularly that lining the lower 
lid, is of a deep brick-red culor; and the caruncle is of a deep red, in marked 
contrast with its normal pink color. Where the clinical characters of the 
case decidedly varied from those described, Eyre has found a mixed infec- 
tion. Usually one eye is involved several days before the other. But both 
become affected, and the condition tends to persist even for several months. 

The treatment preferred by Eyre consists in the use every two hours of a 
lotion containing : 


Zinc ointment ‘ 4 parts. 
Mercuric chloride . : 1 part. 


An ointment containing one grain of iodoform to an ounce of vaseline is 
also applied three times daily —Journal of Pathology and Bacteriology, vol. 
vi. No. 1. 

Argentamin for Conjunctivitis—Karit Hoor (Klausenberg) finds that 
this organic salt of silver gives, in special forms of conjunctival catarrh and 
in the purulent conjunctivitis of the new-born or of adults, as good and as 
prompt results as those obtained with solutions of silver nitrate. In bacteri- 
cidal power it is superior to the latter salt, and it penetrates more deeply 


into the tissues. It equally diminishes the hyperemia and the swelling of 
the tissues, and limits the discharge. Five or 10 per cent. solutions cause 
little or no irritation. This he accounts for by their alkaline reaction in 
contrast with the acid reaction of the solution of the nitrate. The solution 
of argentamin to be effective must, however, be freshly prepared.— Centralbl. 
fiir prakt. Augenheilk., August, 1899. 


Bactericidal Action of the Tears.—E. VALUDE (Paris) has made an ex- 
perimental and clinical study of the influence of the lachrymal secretion 
upon various pathogenic bacteria. He finds it a very poor culture medium 
for micro-organisms, and that it is capable of destroying the virulence of 
some of them, notably the bacillus of anthrax, the colon bacillus, and the 
yellow staphylococcus. Its influence upon the white staphylococcus was per- 
ceptible, but less marked. He also found that an acid reaction of the tears 
marked a predisposition to post-operative infection. In eighty cases of 
cataract tested prior to the operation of extraction, three showed an acid 
reaction of the lachrymal secretion, and in these three cases healing was 
complicated by iritis more or less violent, although no eye was lost.— Annales 
@ Oculistique, September, 1899. 

[Valude’s conclusions agree substantially with those of the majority of 
ophthalmologists who have studied the subject.—Ep.] 


Orbital Abscess of Dental Origin —W. DaciLaisK1 (Nijni Novgorod) 
reports the case of a boy in whom suppuration about the first upper molar 
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tooth was followed by swelling of the corresponding cheek and eye. General 
symptoms of suppuration had supervened. The eyeball, exposed with diffi- 
culty on account of swellings of the lids, was found protruding, but with the 
cornea clear, normal reaction of the pupil to light, and vision equal to count- 
ing fingers at five metres. The carious tooth was removed, and an opening 
into the maxillary sinus gave vent to pus. Later an incision in the lip 38cm. 
deep let out a quantity of foul-smelling, greenish pus. Improvement was 
rapid, and in four days vision had risen to eight-tenths. Cases are also 
cited illustrating the influence of dental disease in causing impaired vision, 
mydriasis, weakness of accommodation, phlyctenular conjunctivitis and 
glaucoma. In these latter conditions the fifth nerve might be the channel 
of morbid influence. But for the extension of suppurative infection, the con- 
tinuity of the periosteum, the plexus of lymphatics and bloodvessels, and 
the cavity of the maxillary sinus offer special facilities.—Klin. Monatsbl. /. 
Augenheilkunde, July, 1899. 

J. Guttman reports a very similar case, in which, however, there was more 
extensive damage within the orbit, and caries of its wa!ls.—Centralbi. fiir 
Augenheilk., October, 1899. 


OTOLOGY. 


UNDER THE CHARGE OF 
CHARLES H. BURNETT, A.M., M.D., 


AURAL SURGEON, PRESBYTERIAN HOSPITAL, ETC., PHILADELPHIA. 


Bacteriological-clinical Complications in Acute and Chronic Suppur- 
ations in the Middle Ear.—Ernst Levutert (Archiv f. Ohrenh., July and 
September, 1899), after many long-continued observations and bacteriological 
cultures, concluded that in otitic brain abscesses the streptococcus is the chief 
causative factor. The staphylococcus has less influence, the other bacteria 
possess purely a subordinate place, and the pneumococci do not occur at all, 
as nearly all brain abscesses occur only in connection with chronic suppur- 
ations. A second statement made by Leutert is that the bacteria of a brain 
abscess are reduced in their vitality and hence in their virulence. This 
holds good not only for the pyogenic, but also for the septic bacteria. The 
bacterium coli and the proteus vulgaris found sometimes in pure culture 
from a brain abscess are not to be considered the original excitants of the 
abscess. The latter is caused by pyogenous cocci which, because of the 
reduction in their vitality, fail to grow in the culture medium, while other 
cocci like the above succeed in growing. This reduction in vitality of the 
pyogenic cocci under consideration may form the chief reason for the oc- 
currence of a cerebral abscess. Korner has shown that otitic brain abscesses 
with few exceptions are found near the diseased parts of the temporal bone, 
and in most cases the passage-way from the diseased bone to the brain 
abscess can be traced. Therefore, the inflammation extends by continuity 
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from the bone to the brain substance. It cannot be urged against this theory 
that sometimes the brain substance between the diseased bone and the abscess 
is apparently healthy, for these parts of the brain may heal if the disease in 
the petrous bone is lessened by better surgical drainage, while the abscess in 
the brain beyond continues unaltered. Again, this theory is not weakened 
by the fact that sometimes the abscess does not lie over the diseased bone, 
because the inflammation passing from the bone to the dura can wander a 
distance in the latter before it reaches the inner dural surface. Finally, at 
this point adhesion with the pia occurs and a circumscribed meningitis is 
set up by which the adjacent brain tissue is attacked. It is held to be un- 
likely, and it certainly has never been shown, that bacteria productive of an 
otitic brain abscess reach the brain tissue by way of the lymphatics from 
distant centres of infection. So far as the blood channel is concerned, either 
a brain abscess must originate directly by conveyance of the inflammation 
from a suppurating thrombus in a bloodvessel, or the infective organisms 
must reach their place of development as arterial embolisms after passage 
through the entire circulation, 

Leutert maintains that it is the reduction in the virulence of the specific 
micro-organisms that effects the occurrence of a circumscribed meningitis, the 
preliminary condition of nearly all brain abscesses, whereas virulent 
bacteria, if they ever reach the inner surface of the dura, spread so rapidly 
over the leptomeninges that a diffuse meningitis is the speedy result. Hence 
a brain abscess is rarely found in connection with acute mastoid affections, 
though the latter affections are caused by more virulent bacteria. In such 
cases the meningitis is the direct result of the epidural suppuration. If, 
however, the virulence of the bacteria is nearly exhausted an affection of 
the brain substance from the circumscribed meningitis rarely occurs, and 
the latter can exist independently for a long time. ‘ Therefore, in doubtful 
cases presenting symptoms of brain pressure in connection with acute sup- 
puration, and after exclusion of a superficial epidural abscess, one must sus- 
pect the existence of a deep-seated epidural abscess rather than a brain 
abscess.”’ 

Leutert claims to have been the first to report the occurrence of the 
bacteria coliin a brain abscess. In several cases, notwithstanding the absence 
of septic bacteria, the odor of the pus was extremely fetid. He also reports 
that in all of his cases (four) of perichondritis of the auricle he succeeded in 
obtaining the bacillus pyocyaneus in pure culture. The perichondritis in 
each instance followed incision of the posterior wall of the auditory canal 
in the so-called radical operation on the mastoid. He thinks it would be 
well, therefore, in the after-treatment of cases in which a radical operation 
has been performed to bear in mind the possible presence of the bacillus 
pyocyaneus and take measures for its destruction. In abscess of the auricle 
the staphylococcus albus was found and was considered to be the causative 
factor. 

Leutert shows that further experience substantiates his previous claims 
that “if the temperature continues for several days above 102.3° F. (39° C.) 
in a case of middle-ear inflammations it must be considered as a sign of the 
existence of otitic meningitis or of a sinus thrombovsis.’’ This is not an in- 
variable rule, as occasionally a continuously high temperature for a week 


372 PROGRESS OF MEDICAL SCIENCE. 


(39.7° C., about 103° F.) may be due entirely to the tympanic inflammation. 
Again, such a case might mask a perisinous suppuration in a sinus throm- 
bosis that had rapidly developed. In such an instance, if there are no local 
symptoms in the mastoid or in the external auditory canal indicative of 
mastoid empyema, the surgeon might be obliged to open the mastoid and 
perhaps the sinus for purely diagnostic reasons. If, after this interference, 
it should be found that the operation was not needed, and that the fever 
was due to tympanic disease alone, no harm can come from the surgical 
exploration, and the operator by acting in the same way in other cases will 
not be too late when the operation is really demanded by reason of* the dis- 
ease in the mastoid and sinus. 

It must be borne in mind in this connection that furuncles in the auditory 
canal and periauricular abscesses may give rise to a body temperature of 
even 40° C. (104° F.); but in such cases the disease in the external ear and 
absorption by the lymphatics iu the neighborhood are so plainly the cause 
of the fever that n» observant diagnostician could refer the high temperature 
to any other cause. 

Otitie pyemiz is held to be due not to an osteophlebitis, but to sinus throm- 
bosis. If in a case of mastoid empyema and epidural abscess the temperature 
suddenly becomes high, having been normal perhaps before, it will thus 
become evident that the epidural abscess lies over the sinus, the wall of 
which has allowed the passage of toxins and micro-organisms into the circu 
lation. Elevation of temperatures does not always occur as soon as the 
inflammation or suppuration reaches the sinus, because the strong outer wall 


of the sinus resists the encroachment of inflammation upon its inner surface 
and the consequent passage of toxins and micro-organisms into the circula- 
tion. 


In some cases, however, the virulence of the micro-organisms is so great 
that the outer sinus wall is destroyed rapidly by the inflammation in the 
mastoid, and comparatively quickly a sinus thrombosis is found in close 
chronological connection with an acute disease in the middle ear. Leutert 
calls attention to the fact that typical chills at short intervals may occur in 
cases of perisinous suppuration without any thrombosis of the sinus. 

Otitic brain abscess is sometimes attended with high fever at the beginning. 
This may be due to the attendant sinus thrombosis or meningitis. In other 
instances Leutert thinks that the high fever may be due to the extension of 
inflammation from the temporal bone and the drum to the pia mater, so 
that sometimes there exists in the early stage of a brain abscess a circum- 
scribed leptomeningitis that causes a continued elevation of temperature 
until the affected parts of the pia are entirely shut off from the normal por- 
tion by adhesions. ‘The leptomeningitis in such cases may be only a serous 
meningitis, never reaching a purulent stage, and rapidly passes away. 

Leutert thinks this will explain the fact that lumbar puncture has shown 
a turbid cerebro-spinal fluid containing numerous white blood cells in cases 
in which the post-mortem has revealed no meningitis, as in such instances 
the lumbar puncture happened to be made during the existence of an evan- 
escent serous leptomeningitis. He also states that most of the cases of brain 
abscess that have recovered after operation showed little or no elevation of 
temperature before operation, while those that have proved fatal showed 
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high temperature indicative of infection of the meninges before operation 
was performed. 

He concludes, therefore, that in the rare instances in which, on account of 
high fever, the diagnosis vibrates between sinus thrombosis and brain abscess, 
lumbar puncture enables us to decide upon the diagnosis. Furthermore, if 
only slight changes in the cerebro-spinal fluid are found by lumbar puncture 
the prognosis is not absolutely hopeless, and an operation, which may even 
then save life, must not be omitted. 

Pneumococcie Empyema. Leutert calls attention to the “ surprising fact ’’ 
that in pneumococcic empyemata and epidural abscesses otorrhcea had ceased, 
as a rule, at the time of the manifestation of the infection of the mastoid and 
dura. The surgeon, therefore, must not cease to observe, or at least must not 
dismiss as positively cured, a patient who has had an aural suppuration of 
short duration (if it has been pneumococcic) even after complete restoration 
of hearing, since weeks later an empyema or an epidural abscess may develop 
from a latent focus of infection in the ear. Furthermore, we are justified in 
a case of pneumococcic suppuration, sooner than in other forms, in suspecting 
the occurrence of an epidural abscess, and at the operation we should en- 
deavor to discover narrow fistule, and, if found, follow them to their termi- 
nation. In cases in which the condition of the membrana tympani renders 
it undecided whether the suppuration is subacute or chronic the detection of 
pneumococci renders it certain that the suppuration is not a chronic one. 
Furthermore, it is highly probable that a part if not all of those cases re- 
ported as primary osteophlebitic mastoid diseases, because when first seen by 
the surgeon they were free from aural suppuration or any trace of it, were 
in reality empyemata of pneumococcic origin, but without any of the 
primary disease remaining in the drum cavity. Even the statement of the 
patient that there has never been a discharge from the ear and also a nearly 
normal hearing will not justify the diagnosis of a primary mastoiditis. In 
fact, the occurrence of such a disease is becoming more and more doubtful ; 
it can usually be shown upon careful, unprejudiced investigation that it is 
secondary to some other disease in some part of the auditory apparatus. 
Leutert also shows that tuberculous middle-ear diseases are not as frequent 
as was once supposed. He reports two cases of suppurative otitis media in 
children of six months and seven months respectively, in which a normal 
ear was infected from the diseased ear by syringing septic matter from the 
diseased ear through the Eustachian tube across the nasopharynx into the 
well ear. Great caution should therefore be observed in syringing diseased 
ears in young children. A series of ninety-five cases are presented by 
Leutert on which the foregoing conclusions are based. 

Epilepsy from Ear Disease.—M. Lannois (Annales des mal. de ’ Oreille, 
October, 1899) reports the case of a man, aged twenty-six years, predis- 
posed by his tuberculous heredity to nervous degeneration and epilepsy, 
who had an ambilateral otorrhcea since his seventh year, and became an 
epileptic at the age of puberty. Under the influence of treatment directed 
almost exclusively to the otorrhca the crises became less frequent, and 
ceased entirely with cessation of the otorrhea and improvement in hearing. 
During the treatment a return of the otorrhca was followed next day by an 
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epileptic seizure. Lannois believes that often aural disease and epilepsy 
coexist without any causal connection, but the case reported above he thinks 
is exceptional in that a causal connection really existed between the ear 
disease and the epilepsy. 


Attic Suppurations.—E. MENIERE (Ann. des mal. de Oreille, December, 
1899), though convinced that the most successful treatment in attic suppur- 
ation is excision of diseased ossicles, finds that patients will not always sub- 
mit to such surgical interferences, not realizing the dangerous nature of their 
ear disease. In such cases he resorts to energetic cauterization of the attic 
by means of a saturated solution of chloride of zinc. In two cases, however, 
he has obtained also good results by means of the insufflation of “ iodoform- 
ized ipsilene.’’ This drug is a chloride of ethyl, holding iodoform in solu- 
tion, obtained by a special process.”’ 


PATHOLOGY AND BACTERIOLOGY. 


UNDER THE CHARGE OF 
W. T. COUNCILMAN, M.D., 


SHATTUCK PROFESSOR OF PATHOLOGICAL ANATOMY, HARVARD UNIVERSITY, 
AND 
F. B. MALLORY, M.D., 


ASSISTANT PROFESSOR OF PATHOLOGICAL ANATOMY, HARVARD UNIVERSITY. 


Plasma Cells.—v. MARSCHALKO (Centralbl. f. allg. Path. u. path. Anat., 
1899, Band x. pp. 21-22) reviews the work which has been done on the 
plasma cell, gives the literature to date, and sums up our present knowledge 
of the subject. 

Unna announced the discovery of the plasma cell in 1890. He claimed 
that it stained in a specific manner, namely, that with an old methylene-blue 
solution the protoplasm took a deep blue color. Jadassohn, v. Marschalké, 
and later writers all regard the morphology of the cell as a more important 
characteristic. 

Plasma cells when lying free are usually round or oval in form; when 
crowded together they are cubical, polygonal, or elongated. The protoplasm 
is not granular, but is denser at the periphery; in the centre adjoining the 
nucleus is a lighter area. The nucleus is round, almost always lies eccentri- 
cally or at one pole of the cell, and possesses a very characteristic chromatin 
network containing from five to eight coarse chromatin granules usually 
situated in the periphery, and one, rarely two, nuclei. In consequence of 
the large amount of chromatin the nucleus is stained deeply unless much 
decolorized. A plasma cell may contain two, three, or even four nuclei. 
The protoplasm tends to stain deeply like chromatin with basic dyes, espe- 
cially methylene-blue. Plasma cells occur to some extent in normal tissues. 
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Unna claimed that plasma cells were derived from connective tissue-cells. 
It is now generally agreed, and may be considered as settled, that they are 
developed from the lymphocytes. 

The plasma cells, long ago described by Waldeyer, prove to have been 
“ mastzellen,” consequently there is no objection to using the term plasma 
cell for the cell above described. 

As the result of recent work, v. Marschalk6é has come to the conclusion 
that plasma cells may form connective tissue cells. 

In the same way that lymphoid cells change to plasma cells, the large 
mononuclear leucocyte may change into a different type of cell, of which the 
protoplasm tends to stain rather deeply with methylene-blue ; these cells are 
called pseudoplasma cells. 

As regards the general pathological significance of plasma cells, they 
represent cell elements produced from lymphocytes by progressive cell 
activity on the part of the organism in the protection of itself in various re- 
active processes; they form the greatest part of the so called round-cell in- 
filtration ; and after persisting, usually a rather long time, they either degen- 
erate and disappear, or, at least in part, produce new connective tissue. 

[The writer does not seem to be acquainted with Councilman’s paper on 
“ Acute Interstitial Nephritis,” in which the lesion is shown to be due almost 
if not entirely to an infiltration of the renal tissue with plasma cells. Neither 
has he observed emigration of plasma cells, an act which has been pictured 
both by Councilman and by Mallory. v. Marschalké’s view that plasma 
cells give rise to connective tissue seems a step in the wrong direction; cer- 


tainly the evidence on which he bases his conclusion is as yet wholly insuf- 
ficient.— Ep. ] 


On the Staining of Granules in Leucocytes.—ARNOLD (Virchow’s Arch., 
1899, Band elvii. p. 424) has studied the histological importance of the granu- 
lar changes in both living and degenerating leucocytes. 

He doubts if the granules are of great importance, though he shows them 
to be physiological factors, and not the results of artificial staining. He does 
maintain that these granules are concerned in the formation of threads which 
constitute a plasmasome or reticulum of definite importance in the cell life. 

His investigations were carried on by what he calls “ feeding,” or saturation 
experiments. Thin sections of elder-pith were put into the lymph sac in a 
frog’s back and left for six, twelve, or forty-eight hours. In order to observe 
directly the process of staining, he placed these sections on cover-glasses and 
mounted them with vaseline. 

He stained the living cells by dusting particles of the stain on these sections 
of pith before introduction into the lymph sac. He used various stains, but 
obtained the best results with neutral red and methylene-blue. Eosin and 
fuchsin applied for some time brought out the finer granules. Biondi’s triple 
stain gave a violet color to the delicate granules. 

Permanent preparations were made by rubbing the sections of pith on 
cover-glasses as soon as distinct staining had appeared, and mounting in 
Canada balsam. The granules of the living cells take the stains quickly, 
but the color soon fades away. Laying the pieces of pith in a 10 per cent. 
solution of potassic iodide for a few minutes brings out the granular staining. 
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In the living cells he observed ameboid movements and activity of the 
granules. In the fully developed cells, where his staining methods showed a 
mesh of threads connecting the larger granules, he saw a dancing or stream- 
ing motion of the fine granules, both stained and unstained. The breaking 
up of larger into smaller granules and the changes of unstained into stained 
granules were best shown in the degenerating cells. 

The relations of the granules to one another, their arrangement in rows 
and in threads, the transitional forms varying from fully stained to unstained, 
and from larger to smaller granules, point to the definite morphological and 
physiological importance of the plasmasome to the cell. He does not think, 
however, that it is yet possible with our present staining methods to demon- 
strate the granules as the bioblastic elements of the cell. 


On the Histogenesis of Peripheral Nerves.—Ko.stex (Ziegler’s Beitriige, 
1399, Band xxvi. p. 190) presents the question, “Is the formation of the sheath 
of Schwann connected with the development of the myelin?” An answer 
was sought in the study of embryos of the salmon, rat, rabbit, and man 
stained by the Golgi method. 

The anlage of the peripheral part of the anterior root is always in connec- 
tion with the ganglion cells of the anterior horn. This advancing root in its 
growth pushes ahead of it the single-celled connective tissue layer which sur- 
rounds the cord. No nuclei are visible inside this layer, nothing but naked 
axis-cylinders, which increase wonderfully in number and but little in thick- 
ness. The development of myelin begins in the central nervous system, and 
proceeds rapidly to the periphery. The sheath of Schwann soon follows. 
This is true in fishes, but in birds and rabbits the mesodermic cells inclosing 
the roots proceed into the bundle before any myelin is present. 

Hence Kolster concludes that there is no connection between the devel- 
opment of myelin and the sheath of Schwann. 

The myelin and axis-cylinder are both ectodermal. The sheath is meso- 
dermal, and therefore cannot be of a “ nervous nature.” 

Kolster also corrects an error in his earlier work on the regeneration of 
the cut nerves, where he held that the sheath of Schwann was concerned in 
regeneration. He now holds that the axis-cylinder and myelin coat increase 
by continuous outgrowth from the central stump without any participation of 
the sheath of Schwann. 
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